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An “estrogen of choice 
for hemostasis 
is ‘Premarin’ 
in tablets of 1.25 mg. ... 
S] ee The usual dose for hemostasis 
2d ie is 2 tablets three times a day. 
If bleeding has not decreased 
which has long been a choice of definitely by the thi rd day of 
treatment the dosage level 


physicians treating the climac- 
may be increased by 


teric—is earning further clinical 
99% 


acclaim in the treatment of 
functional uterine bleeding. 

The aim of estrogenic therapy 
in functional uterine bleeding . 
is to bring about cessation cf i 50 per eent. 
bleeding, and to produce sub- 39a 

sequent regulation of the cycle. 


: 
om 


ing. This schedule forms part 
of cyclic estrogen-progesterone 
treatment for attempted salvage 
of ovarian function. 


While sodium estrone sulfate 
is the principal estrogen in 


Once hemostasis is achieved, qa *Fry, C.0.: J. Am. M. Women's A. 4:51 (Feb.) 1949 
“Premarin,’ other equine estro- 
gens...estradiol, equilin, equi- 


the maximum daily dosage of 
“Premarin” must be continued 
to prevent recurrence of bleed- 
MAKIN 
lenin, hippulin...are probably 
also present in varying amounts Estrogenic Substances (water-soluble) 
as water-soluble conjugates. also known as Conjugated Estrogens (equine) 


eal 


Four potencies of “Premarin” permit flexibility of 
a”. dosage: 2.5 mg., 1.25 mg., 0.625 mg., and 
@ ‘i 0.3 mg. tablets; also in liquid form, 0.625 mg. in each 


€ 


4 cc. (1 teaspoonful). 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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ADVERTISEMENTS 


A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is situated the sandhills of North Carolina in a sport 

= long leaf pines. It is located on U. S. Route 1, six miles south of P 


This section is unexcelled for its healthful climate. 
Fe facilities are afforded for recreational and occupational therapy, particularly out- 


oors. 

Special stress is laid on psychotherapy. An effort is made to help the arrive at 

an understanding of his life problems; and by adjustment to his a. # rsonality difficulties or 

modification of personality traits to effect a cure or improvement in disease. Two resident 
ysicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


+The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


DE LUXE TOMPKINS ROTARY COMPRESSOR 


BE PREPARED 
FOR THE 
TONSIL SEASON 


No. 4138 %2 


COMPLETE WITH 
ACCESSORIES & TABLE 


$225.00 


The De Luxe Tompkins is an ideal apparatus for the The new model has been greatly improved in design and 
physician or surgeon who requires only one machine. May «appearance. Motor unit is spring suspended, assuring 
be used for major or minor surgery in office, operating smooth, quiet, vibrationless operation; stainless steel base ; 
room or at patient's home. hot water jacket with electric heater for ether bottle con- 

trolled by switch mounted on base, with pilot light illumi- 
nated only when heater switch is “on.” Redesigned table 
with drawer space for accessories. Gauges and control 
For operation on 110 v, 60 cycle A.C. Write for valves on both negative and positive lines; ether regulator; 
quotation for other voltages or cycles. two way by-pass valve; set of DeVilbiss sprays and sinus 
¢ anes, Seen connected direct to motor as in Tomp- 

ns Po le 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 111 North Greene Street, Greensboro, N.C. 
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PINECREST MANOR for C 


VALESCING 
Mrs. Virgil Johnston, Director Telephone 8071 
SOUTHERN PINES, N. C. 


BROAD STREET SANITARIUM 
“FOR ALCOHOLISM” 


“Specializing in the treatment of alcoholism by the conditioned reflex aversion method” 
CHARLES G. YOUNG, M.D. VIRGIL JOHNSTON 


Medical Director Managing Director 


5 miles west of city limits on 
Broad St. Road Tele. 6-1556 Richmond, Va. 
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Aureomycin has been found to exert a dra- 
matic effect in the treatment of Escherichia coli 
infections; including peritonitis, bacteremia, 

urinary infections, meningitis and 


AURE ©) MYC I N brain abscess. The prognosis in many 


HYDROCHLORIDE LEDERLE 


: : of these infections has in the past been 
in Col uform guarded, but the advent of aureomycin ren- 


I nfe ections ders prompt recovery more likely, 


Aureomycin has also been found effective for 

the control of the following infections: African 

tick-bite fever, acute amebiasis, bacterial and 

virus-like infections of the eye, bacteroides 

septicemia, boutonneuse fever, acute brucel- 

losis, Gram-positive infections (including 

those caused by streptococci, staphylococci, 

and pneumococci), Gram-negative infections 

(including those caused by the coli-aerogenes 

group), granuloma inguinale, H. influenzae 

infections, lymphogranuloma venereum, peri- 

tonitis, primary atypical pneumonia, psitta- 

Capsules: Bottles of 25, 50 mg. each capsule. cosis (parrot fever), Q fever, rickettsialpox, 
Bottles of 16, 250 mg. each capsule. Rocky Mountain spotted fever, subacute bac- 

of with terial endocarditis resistant to penicillin, 


solution prepared by 
adding 5 cc. of distilled water. tularemia and typhus. 


LEDERLE LABORATORIES DIVISION awenrcav Ganamid cowravy 30 Rockefeller Plaza, New York 20, N.Y. 


April, 1950 ADVERTISEMENTS 


N O' X ] instant lead selection 
at your fingertips... 


WITH CARDIOSCRIBE’S PUSH BUTTON CONTROL 


M RAY CORP 


No darkroom delay — Results 
are available immediately for 
interpretation as each lead is 
completed. No darkroom space, 
equipment or supplies required. 


The General Electric direct-writing Cardio- 


High Fidelity scribe, with its push-button control is destined 


to extend to new horizons the applications of 
Heart electrocardiography. Of particular interest is 
its possible application in those situations 
‘ where, in the past, it has been felt that 
Recordings electrocardiography was a too-involved and 
technical procedure for any but specialized 

applications. 


: Independent time marker — A 
Look what you get with the second, completely independent 


GE Cardioscribe ! in time ad lead masks onthe 

¢7 push-button controls, make possible —_—*ecord paper. 

taking 17 separate leads, without regard to 

numerical sequence! 
Push-button switches! 
e Ability to utilize all present day technics ! 
Ask your GE representative for a demonstra- 
tion, or write direct to. 


GENERAL QQ ELECTRIC compar 


tirely self-contained in blond 


X-RAY CORPORATION cabiner. 


¥ 

4 
« 
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Charlotte... 210 South Church Street 
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for POSTOPERATIVE 
and POSTPARTUM 
NEEDS 


Basic design and theuniquesys- 
tem of adjustment make a large 
variety of Camp Scientific Sup- 
ports especially useful as post- 
operative aids. Surgeons and 
physicians often prescribe them 
as assurance garments and con- 
sider them essential after op- 
eration upon obese persons, 
after repair of large herniae, or 
when wounds are draining or 
suppurating. A Camp Scientif- 
ic Support is especially useful in 
the postoperative patient with 
undue relaxation of the abdom- 
inal wall. Obstetricians have 
long prescribed Camp Post- 
operative Supports for post- 
partum use. Physicians and 
surgeons may rely on the Camp- 
trained fitter for precise execu- 
tion of all instructions. 

If you do not have a copy of the 
Camp ‘Reference Book for Phy- 
sicians and Surgeons’’, it will 
be sent on request. 


ntific 


THIS EMBLEM is displayed only by reli- 
able merchants in your community. Camp 
Scientific Supports are never sold by door- 
to-door canvassers. Prices are based on 
intrinsic value. Regular technical and 
ethical training of Camp fitters insures 
precise and conscientious attention to your 
recommendations, 


S. H. CAMP ann COMPANY, JACKSON, MICHIGAN 
World's Largest Manufacturers of Scientific Supports 
Offices in New York ¢ Chicago ¢ Windsor, Ontario ¢ London, England 
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nost aa ff often Tule Out urinary tract pathology or, 
on the other Hand, can indicate its presence. 


Many an obscure diagnostic problem has been clarified with the 
aid of Neo-Iopax, which is one of the most efficient urographic 
contrast media employed today, and one of the safest for all age 
groups. The safety record of Neo-lopax has been truly unique, 
since its introduction fifteen years ago. 


Neo-Iopax is available in 10, 20 and 30 cc. ampuls of 50% con- 
centration, and in 10 and 20 cc. ampuls of 75% concentration; 
packaged in boxes of 1, 5 and 20 ampuls. 


sodium iodomethamate 


CORPORATION 
BLOOMFIELD, NEW JERSEY 


0 

you can obtain by intra- 
venous a of Neo-lopax,® 
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E-R:-Squine & Sons, New YorE 
New 
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SQUIBB INSULIN PRODUCTS 


..purified...potent...rigidly standardized to 


meet the various requirements of diabetics. 


short action: 


intermediate action: 


prolonged action: 


peak effect within 3 to 4 hours, waning rapidly 
INSULIN SQUIBB 

10-cc. vials (40, 80 & 100 units per cc.) 

INSULIN MADE FROM ZINC-INSULIN 


CRYSTALS SQUIBB 
10-cc. vials (40 & 80 units per cc.) 


peak effect in 8 to 12 hours, with action continuing 
sometimes for 16 or more hours, 

GLOBIN INSULIN WITH ZINC SQUIBB 

10-cc. vials (40 & 80 units per cc.) 


onset slow; peak effect in 10 to 12 hours, with action 
sometimes persisting for 24 or more hours. ** 


PROTAMINE ZINC INSULIN SQUIBB 
10-cc. vials (40 & 80 units per cc.) 


SQul BB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


Ix 
10 ee. 
PROTAMINE ZINC INSULIN 
Sayiss 
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SIXTY? 


LINICAL observation and 

nutritional science agree 

that much depends upon the diet whether 

the individual will be biologically old at 
forty or biologically young at sixty. 

To extend biologic youthfulness and 
vigor into later years, a good nutritional 
state based on an adequate diet is manda- 
tory at all times. The efficient functioning 
of many physiologic processes is involved 
in maintaining good nutrition. On the 
other hand, only the adequate diet can sus- 
tain these processes. To assure such dietary 
adequacy under many conditions of 
physiologic stress encountered in day (0 
day living, a properly organized food sup- 


plement often assumes vital importance. 

The multiple-nutrient dietary food supple- 
ment Ovaltine in milk richly provides many 
nutritional essentials when such supple- 
mentation is indicated. It provides excel- 
lent amounts of vitamins A and D, ascor- 
bic acid, niacin, riboflavin and thiamine; 
the important minerals calcium, iron and 
phosphorus; and biologically complete 
protein. Its satisfying flavor and its easy 
digestibility make it widely useful in both 
general and special diets whether for chil- 
dren, adults, or the aged. 

The wealth of nutrients presented by 
three glassfuls of Ovaltine in milk is 
shown in the table below. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


CGraltine 


Three servings daily of Ovaltine, each made of 
Ys oz. of Ovaltine and 8 oz. of whole milk,* provide: 


CALORIES 
PROTEIN 


CALCIUM. .... 
PHOSPHORUS. . . 
IRON 


Gm. 
0.94 Gm. 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


x 
OR 
/ 
UN 
AT Je 2 
244 
32Gm. VITAMINB:.... . . . 1.16 mg. 
CARBOHYDRATE. NIACIN... . 68mg. 
VITAMINC . . . . . . . 30.0 mg. 
VITAMIND. 417 10, 
12mg. COPPER ........ 05mg. | 
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tn Cardiac Edema Control 


".,. the diuretic drugs not only promote fluid loss but in many instances also 

effectively relieve dyspnea ... not only may the load on the heart be decreased 

but there may also occur an increase in the organs ability to carry its load... 

With good average response the patient perhaps voids about 2000 cc. of 

urine daily, but in exceptional instances the amount rises to as high as 8000 cc.”' 
“Not only are the diuretics of immense value in cases of left ventricular failure 

. . . but where edema is marked, as it is most likely to be in failures occurring 

in individuals with chronic nonvalvular disease with or without hypertension 


and arrhythmia, their employment is often productive of an excellent response. 
In [edematous patients with] active rheumatic carditis (rheumatic fever) the 
use of these drugs may be life-saving.”” 

Salyrgan-Theophylline is effective by muscle, vein or mouth. 


salyrgan- 
THEOPHYLLINE 


BRAND OF MERSALYL AND THEOPHYLLINE 
TIME TESTED «© WELL TOLERATED 


AMPULS (Ice. and 2cc.) AMPINS (lcc.) TABLETS 
Inc. 
New Yorn, N°Y. Winosor, ONT. 


1. Beckman, H.: Treatment in General Practice. Philadelphia, Sounders, Sth ed. 1946, 704-705. 
2. Beckman, H.: Treatment in General Practice Philadelphia, Sounders, 6th ed. 1948, 744. 
Salyrgan, trademark reg. U. S. & Canad ins, reg. trademark of Strong Cobb & Co., Ine. 
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“A Modern Hospital 
for the 
Treatment of Alcoholism 
Exclusively 


A private hospital offering scientific, institutional, medical, 
psychological, reflex, reduction and other methods for the rehabilitation 


of consent patients suffering from alcoholism. 


All equipment modern with facilities to take care of 50 patients 
both male and female. 


Under the direction of a competent licensed M. D. with five 
consultant physicians subject to call. Registered Nurses in 


charge 24 hours daily. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
five miles West of Roanoke, on Highway 11, in the quiet serene mountains 
of Virginia, conducive to rest, comfort and recuperation. Doctors inspection invited, 


For information phone or write. 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11. 
Salem, Virginia — Phone Salem 287 


NY 
2 
° 
Copyright 1948. H. N. Alford, Atianta, Ga. 
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Unexcelled in the treatment of marginal ulcer 
PHOSPHALJEL safely buffers gastric acidity— 
with no danger of alkalosis or “acid rebound.” It 
lays a protective coating over the inflamed mucosa 
. . . provides quick relief from pain, facilitates 
rapid gains in strength and weight. 

Excellent for prophylaxis against seasonal recur- 
rences, protection against marginal ulcer follow- 
ing surgery, and in cases complicated by diarrhea 
and pancreatic deficiency. 

PHOSPHALJEL is also admirably suited to intra- 
gastric drip therapy of refractory or bleeding cases. 


Bottles of 12 fl. oz. 


ZA 


stubborn 


cases of 
peptic ulcer 


PHOSPHALIEL 


ALUMINUM PHOSPHATE GEL 


Wijeth Incorporated, Philadelphia 3, Pennsylvania 
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price reduction 
of 26% 


A price reduction of 26% makes it possible 
now for more patients to receive the thera- 


peutic advantages of Depo*-Heparin. 


Upjohn research and_ production workers 
have so improved methods of extraction, puri- 
fication, and assay of this long-acting anti- 
coagulant that it is now possible to meet 


increasing clinical needs and to reduce its 


cost by 26%. 


Literature describing anticoagulant therapy 


in detail is available on request. 


*Trademark, Reg. U.S. Pat. Off. 


in the service of the profession of medicine 


THE UPJOHN COMPANY, KALAMAZOO 88, MICHIGAN 
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Before Treatment (9 
days prior to Dihydro- 
streptomycin therapy) 
Diffuse lobular tubercu- 
lous pneumonia, lower 
of left lung; 
walle: 
(3 x 35 cm.). 


After 3 Mos. Treat- 
ment (2 days after dis- 
continuance of Dihydro- 
) Consitder- 
able clearing of acute 
exudative process in the 
diseased lung; cavity 
smallerand well thinner, 


Preferred Adjuvants in the 
treatment of 


Dihydrostreptomycin and Streptomycin are unquestionably the most 
potent antibiotics now available for use against tuberculosis. Extensive 
clinical results have defined the important role of these antibiotics in 


suppressing the activity of the tubercle bacillus. 


Detailed literature inel sding in- MERCK & CO., Ine. 


and administration is available Manufacturing Chemists 


upon req vest. RAHWAY, N. J. 


Streptomycin Dihydrostreptomycin 
Caleium Chloride Sulfate 
Complex Merck Merck 
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Baker’s Modified Milk is a completely prepared formula for infants, 
requiring only one simple direction for use —“‘dilute to prescribed 
strength with water, previously boiled.” In most cases, Baker’s 


can be used from birth to the end of the bottle-feeding period. 
inf 
Made in Wi inf le A Milk Write for complete information and samples 


BAKER’S MODIFIED MILK . 


THE BAKER LABORATORIES INC. 
Main Office: Cleveland, Ohio Division Offices: San Francisco, Los Angeles, 
Plant: East Troy, Wisconsin 


Dallas, Denver, Seattle and Greensboro, N. C. 


K/OCCOE WHO RAISED HER OWN 
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The symbol ofy 
a standardized tablet 
of natural 


QUINIDINE SULFATE 


OR 
[ 
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no tripping on the 
psychic hurdle 


Apprehension and anxiety 
accompanied by tenseness 

are usually the first 

and often the last obstacles 

in the path of successful therapy. 
Sedation with ‘Amytal’ 


(Amobarbital, Lilly) 


in proper dosage is gently quieting 


and does not induce 
: the “drugged” depression of spirits 
: so frequently observed 


after the repeated use 


of longer-acting barbiturates. 
Unlike the latter, 
which depend on kidney function 


AMYTAL 
(Amabarbinal, Lay) 
for elimination, 
‘Amytal’ is destroyed in the body 
and may be used more satisfactorily 


in cases of renal damage. 


Detailed information and literature 
on ‘AmyTAL’ Propucts are supplied 
through your M.S.R.* 


*m.S.R.—Lilly Medical SERVICE Representative 
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SYMPOSIUM ON THROMBOPHLEBITIS AND PHLEBOTHROMBOSIS 


CAUSES AND PREVENTION OF 
THROMBOPHLEBITIS AND 
PHLEBOTHROMBOSIS 


J. T. KERR, M.D., F.A.C.S. 
WILSON 


Thrombophlebitis and phlebothrombosis 
are two distinct, yet closely related, condi- 
tions. Both these diseases, together with their 
most serious complication—pulmonary em- 
bolism — can be classified under the term 
thrombo-embolic disease. Usually we think 
of thrombo-embolic disease as a complication 
of surgical or obstetric procedures; but it is 
frequently associated with medical condi- 
tions, particularly debilitating ones and those 
in which long periods of bed rest have been 
necessarily or injudiciously imposed. How- 
ever, my remarks will be confined for the 
most part to thrombo-embolic disease fol- 
lowing surgery, and particularly laparotomy. 


Definition and Diagnosis 
Thrombophlebitis 

Thrombophlebitis, phlegmasia alba dolens, 
or “milk leg” is apparently dependent mainly 
upon an inflammatory change in the vein 
wall, plus increased coagulability of the blood 
and some degree of venous stasis. The clot is 
a mixed thrombus, firmly attached to the vein 
wall, and the danger of pulmonary embolism 
is practically nil. However, suppuration with 
softening and liquefaction of the clot can re- 
sult in small infected emboli. The clinical 
picture of thrombophlebitis is well known; 
but only recently was it demonstrated by 
Ochsner’ that the pain, edema, whiteness, 
and decrease in local temperature result from 
arteriolar spasm initiated by impulses aris- 
Read before the Section on Surgery, Medical aw of the 
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ing in the thrombosed segment, and not en- 
tirely from venous obstruction and lymphe- 
dema. 
Phlebothrombosis 

Phlebothrombosis”’ or quiet thrombosis 
is thrombosis within a vein without inflam- 
mation, or with a very nominal degree of 
inflammation. The clot is a red or coagulation 
thrombus whose formation is dependent on 
increased coagulability of the blood and ven- 
ous stasis. In the opinion of most investiga- 
tors, the latter factor is the more important. 
The clot usually originates in the plantar or 
calf veins, where it is only lightly attached. 
It may progress to the iliofemoral region, or 
even to the vena cava. This type of clot can 
heal in situ, completely blocking the vein, 
causing inflammation of the intima of the 
vein, and thus producing the clinical picture 
of thrombophlebitis. More often, however, 
the clot or fragments thereof will become de- 
tached and cause pulmonary embolism. 

Much too often phlebothrombosis goes un- 
recognized, as its symptoms are minimal: 
mild or slight edema of the ankle and lower 
leg, slight cyanosis when the leg is depen- 
dent, slight dilatation of the superficial veins, 
tenderness of the calf muscles, and pain on 
dorsiflexion of the foot (Homan’s sign). Al- 
len has called attention to the fact that con- 
comitant elevation of the temperature, pulse, 
and respiration gives evidence of venous 
thrombosis with small pulmonary infarcts. 

Phlebothrombosis, with its red, loosely at- 
tached clot waving in the bloodstream, is the 
main, if not the only, cause of sudden fatal 
pulmonary embolism. To quote Ochsner"), 
“The patient with phlebothrombosis is a po- 
tential fatality.” 
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Etiologic Factors 

1. Changes in the wall of the vein—trau- 
ma, infection, and degenerative lesions. Geza 
de Takats® has demonstrated in animals in- 
creased sensitivity of the venous intima, so 
that it responds to certain exciting factors 
with a fibrinous exudate. 

2. Changes in the blood resulting in in- 
creased coagulability. The literature on this 
subject is voluminous, and concepts are con- 
stantly changing. However, we can assume 
that trauma, infection, and cachexia, with 
their attendant destruction of tissue, cause 
an increase in the liberation of some sub- 
stance (call it thrombokinase or whatever 
you may) ; and that this substance, together 
with an increase in blood platelets and fibrin- 
ogen, causes increased coagulability of the 
blood. The platelet count and sedimentation 
rates are almost always increased after 
surgery; fibrinogen is often increased; the 
coagulation time is frequently decreased ; and 
prothrombin levels are quite often raised. 

3. Changes in the hydrodynamics of ven- 
ous circulation. Dehydration and shock can 
increase the specific gravity and viscosity of 
the blood. Cardiac failure, shock, muscular 
inactivity, and adverse positions of the body 
produce venous stasis, which seems to be the 
most important etiologic factor. This state- 
ment is substantiated by autopsy series, in 
which thrombi of the deep veins were found 
in 25 to 50 per cent of the patients who 
had been confined to bed for a great length 
of time". 

Incidence 

Statistics on the incidence of thrombo-em- 
bolic disease following surgery vary rather 
widely. The average would probably be 1.5 
to 2 per cent. About 50 per cent of the pa- 
tients in whom thrombi develop have pulmon- 
ary emboli demonstrable either clinically or 
at postmortem examination. 

Patterson and Richardson’ in this state 
reported an incidence of 1.2 per cent in 594 
surgical cases in which early ambulation 
was employed. Pulmonary emboli developed 
in 40 to 45 per cent of the patients with 
thromboses. However, these authors stated 
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that none of their patients who had thrombo- 
embolic complications walked on the first 
day, and that very little exercise was taken 
on the second day. 


Preventive Measures 


1. The accepted principles of careful and 
adequate pre- and post-operative care and 
meticulous surgical technique are fundamen- 
tal and essential preventive measures. 

2. The anticoagulants, heparin and dicu- 
marol, can be used prophylactically to pre- 
vent increased coagulability of the blood. 
However, these drugs are not without dan- 
ger, and complicated laboratory controls are 
absolutely necessary when they are used 
(particularly with dicumarol). Heparin is 
still rather expensive. I have had no ex- 
perience with either drug. Their prophylac- 
tic use hardly seems justified except under 
certain unusual conditions. 

3. Femoral ligation as a purely prophylac- 
tic measure hardly seems justifiable except 
in very unusual cases that cannot be ambula- 
tory. It does not always prevent pulmonary 
embolism, and is often followed by annoying 
discomfort in the legs. However, it is indi- 
cated when definite phlebothrombosis has 
developed. 

4. Correction of venous stasis seems to be 
the most important active measure, and is by 
far the simplest and most practical. It can 
be accomplished by the avoidance of adverse 
lying and sitting positions, by exercises in 
bed, and by early ambulation. 

Early ambulation is widely but not univer- 
sally accepted. Many surgeons are yet to be 
converted to its use, chiefly because they fear 
wound disruption and postoperative hernia. 
Many others who say that they employ early 
ambulation are not using it in its true sense. 
It really means immediate ambulation, get- 
ting the patient out of bed as soon as pos- 
sible—preferably within two to six hours—; 
and it means walking and not sitting. Sit- 
ting for a long period of time probably pre- 
disposes to thrombo-embolic disease’, and I 
do not allow my patients to sit for any great 
length of time until the third or fourth day. 
The foundation for thrombo-embolic disease 
is laid within twenty-four hours after opera- 
tion; therefore, prevention must start early. 


Review of Four Hundred Cases 
In an effort to study the effect of early 
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Table 1 
Operative Procedures 

Appendectomy 
Appendectomy with drainage 
Appendectomy and excision of 

Meckel’s diverticulum 
Pelvic laparotomy 
Hysterectomy 

Supravaginal 

Complete abdominal ..... 

Vaginal 
Cesarean section ................... 
Herniorrhaphy 

Inguinal 

Bilateral inguinal . 

Umbilical 


Cholecystectomy 
Ureterolithotomy 
Transplantation of ureters 
Ureteropyeloplasty 
Nephropexy 
Suprapubic prostatectomy ... 
Nephrolithotomy 
Nephrectomy 
Intestinal resection 
(Includes one ileocolectomy and one 
resection with enterostomy) 
Partial excision and marsupialization of 
hepatic cyst 
Enterostomy and drainage of pelvic abscess 
I & D of abdominal abscess.. 
Closure of perforated peptic ulcer_... 
Closure of bullet wounds of stomach and colon... 
Gastro-enterostomy .... 
Exploratory laparotomy | 
Excision of umbilicus and urachal sinus... 


ambulation on thrombo-embolic disease and 
wound healing, I have reviewed 400 consec- 
utive cases in my own practice (table 1). 
More than 75 per cent of the patients walked 
within two to six hours after operation. Prac- 
tically all were getting out of bed unassisted 
by the third or fourth day, and the patients 
who had appendectomies usually left the hos- 
pital on the third or fourth day. Ambulation 
was discontinued in 2 cases. In the first case 
a partial disruption of the wound occurred. 
In the second, cardiac failure developed and 
the patient later died; however, death was 
not due to pulmonary embolism. 

No embolic phenomena were observed in 
any patient. Thrombophlebitis was observed 
in two cases, and a possible plantar throm- 
bosis was seen in another. 


Case 1. Dilatation and curettage, cauterization 
of the cervix, left salpingectomy, and appendectomy 
were performed on a white woman, aged 31. The 
postoperative diagnosis was tubal pregnancy. 
Thrombophlebitis developed on the thirteenth post- 
operative day, after she had left the hospital. The 
uterine scrapings showed much leukocytic infiltra- 
tion as well as decidual cells. Apparently some de- 
gree of pelvic infection was present before operation, 
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and was probably the main factor in the develop- 
ment of thrombophlebitis. 

Case 2. Following a cholecystestomy, this 67 year 
old white woman developed thrombophlebitis on the 
eighth postoperative day. This patient did not walk 
until the second day, and had just recovered from 
an acute dacryocystitis prior to operation. 

Case 3. Following an anterior gastroenterostomy 
this 60 year old Negro man was forced out of bed 
on the day of operation, and ambulation was con- 
tinued, although he complained of pain in the bot- 
tom of the left foot on the second or third day. 
There was never any edema of the foot or leg and 
arterial pulsations were normal, but pain in the left 
foot and left leg continued for several days after 
operation. I believe that phlebothrombosis would 
have developed in this patient if early ambulation 
had not been insisted upon. 


Only two serious wound complications 
were noted—partial disruption without evis- 
ceration in a Negro woman, and a postoper- 
ative hernia in an obese white woman. In 
another case hospitalization was prolonged 
because of infection, but healing was com- 
plete and no weakness of the scar resulted. 


Summary 

Thrombophlebitis and phlebothrombosis 
have been defined, and their causes and pre- 
vention have been briefly reviewed. Early 
ambulation has been especially advocated as 
a preventive measure. 

A series of 400 consecutive surgical cases 
in which early ambulation was employed 
has been analyzed. Thrombophlebitis oc- 
curred in 2 cases, and a possible plantar 
thrombus in another. No embolic phenomena 
were observed. One partial disruption and 
one hernia were the only serious complica- 
tions of wound healing which occurred. 


THE PROBLEM OF THROMBOPHLEBI- 
TIS AND PHLEBOTHROMBOSIS FROM 
THE MEDICAL STANDPOINT 


EDWARD S. ORGAIN, M.D. 
DURHAM 


Problems relating to intravascular clotting 
within the venous channels of man are now 
assuming far greater importance than those 
of hemorrhage, due principally to rising in- 
terest in incidence, alertness in earlier recog- 
nition, and newer trends in both prevention 
and therapy. The clinical significance of in- 
travascular clotting may be appreciated 
when it is realized that .44 per cent to 2 per 
: From the Department of Medicine, Duke University School 
of Medicine and Duke Hospital, Durham, North Carolina, 
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cent of hospitalized patients have or develop 
venous thrombosis‘, most of which origi- 
nates in the deep veins of the calves and 
feet’. Of these, 21 per cent may develop 
subsequent thrombosis, 29 per cent pulmon- 
ary emboli, and 14 per cent die from embo- 
lism. Once a non-fatal pulmonary embolus 
has been observed, subsequent emboli may 
be anticipated to occur in 30 per cent and 
to be fatal in 18 per cent’. In unselected au- 
topsy material among middle-aged and older 
people, deep leg vein thrombosis is encoun- 
tered in 52.7 per cent of which a substantial 
majority are bilateral rather than unilat- 
eral”, Pulmonary embolism accounts for 2.7 
per cent of routine autopsy deaths and about 
5 per cent of postoperative fatalities”. Re- 
cent studies” indicate that pulmonary embo- 
lism occurs more frequently in medical than 
surgical patients; the source from which em- 
bolism arises is more often the peripheral 
venous system than mural thrombi present 
in the right side of the heart. 

Considerable investigation’ has attempted 
clarification of the basic mechanisms of blood 
coagulation, yet the underlying and funda- 
mental pathologic physiology is not fully un- 
derstood. When venous thrombosis occurs, 
it is presumed that one or more of several 
precipitating factors are operative, such as 
slowing of blood flow due to venous stasis, 
increased coagulability of the blood, or in- 
jury to vein wall or perivenous tissue by trau- 
ma, thermal, chemical, or bacterial agents’. 
Regardless of mechanisms involved, most 
venous thrombi appear initially in the deep 
veins of the calves and feet; from these foci 
over 90 per cent of fatal pulmonary emboli 
arise. Distinction is drawn between venous 
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thrombosis resulting primarily from infec- 
tion (i.e., suppurative and non-suppurative 
thrombophlebitis) and that resulting mainly 
from increased coagulability and_ stasis 
(phlebothrombosis) ‘*). While either may ex- 
ist in pure form, differentiation is often 
difficult, since extension of bland clots into 
larger venous radicals may simulate the en- 
tity designated thrombophlebitis. Venous 
thrombosis without inflammatory phlebitis 
predominated in 91 per cent of one series of 
185 post mortem cases’. General opinion fa- 
vors the view that pulmonary embolism is 
commonly the result of phlebothrombosis but 
is rarely a sequel to acute thrombophlebitis, 
for in the latter condition the blood clot is 
more firmly attached to the venous wall. 
The symptomatology attending venous 
thrombosis varies widely. Early in the evo- 
lution of phlebothrombosis there may be no 
symptoms and no signs; indeed pulmonary 
embolism frequently occurs before clinical 
signs in the extremity are either evident or 
recognized. Progression of clot into larger 
venous channels with subsequent adherence 
to venous wall underlies the development of 
deep venous tenderness which may be eli- 
cited by calf compression or stretching as in 
Homans’ test. At this stage, Ochsner’) has 
emphasized the evaluation of pulse rate and 
erythyrocytic sedimentation rate out of pro- 
portion to fever, leukocytosis, and pain in 
the extremity. Extension into a larger vein, 
the popliteal or femoral, may bring increas- 
ing pain and tenderness, greater swelling, 
and vasospasm which in turn produces pal- 
lor and absent pulse. In this form the pro- 
cess may resemble thrombophlebitis in most 
of its clinical details. However, thrombophle- 
bitis, involving the large deep veins (i.e., ile- 
ofemoral thrombophlebitis) is generally an 
acute disease manifested abruptly by the ap- 
pearance of fever, leukocytosis, exquisite 
pain, and concomitant swelling of the af- 
fected leg, and is often accompanied by im- 
palpable pulse and skin pallor due to reflex 
vasospasm. When superficial veins are in- 
volved in phlebitis, the overlying skin be- 
comes warm, red, and tender to palpation. 
Diagnosis is not difficult; the frequency 
with which it is made among general medi- 
cal patients signifies the index level of clini- 
cai suspicion. It occurs particularly in older 
groups above the age of 40 years, in the 
obese, and statistically is more frequent in 
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women, probably as a result of childbearing. 
Very close relationships are noted to exist 
between thrombosis and conditions involving 
general debility, trauma, surgery, immobili- 
zation in bed, infections, and particularly de- 
compensated heart disease attended by ede- 
ma. The principal hazard from venous throm- 
bosis is, of course, pulmonary embolism and 
death. Common late sequelae are chronic 
leg edema, induration, ulceration, pigmenta- 
tion, and recurrent local infection. 

Small pulmonary emboli may give rise to 
no symptoms or to characteristic pleural 
pain. The larger emboli are accompanied by 
fever, dyspnea, cough, hemoptysis, pleuritic 
or non-pleuritic pain, friction rub, rales, 
signs of consolidation, pleural effusion which 
may be serous or bloody, and cyanosis. These 
phenomena may be present in various com- 
binations but all may be evident in the in- 
dividual patient. The laboratory may offer 
confirmation of diagnosis by the exhibition 
of leukocytosis, increased erythrocytic sedi- 
mentation rate, x-ray shadows indicating in- 
farction, and the typical electrocardio- 
graphic configuration of the acute cor pul- 
monale which follows sudden right heart 
strain. 

The therapy of venous thrombosis natur- 
ally divides into measures of prophylaxis, 
those of active treatment of the thrombosis 
itself, the prevention and treatment of pul- 
monary emboli, and the management of the 
distressing post-phlebitic syndrome. Since 
infection and stasis are the most frequent 
precursors of thrombosis, efforts in preven- 
tion are directed primarily toward their con- 
trol and elimination. All infections, both lo- 
cal and systemic, should be treated vigorously 
with chemotherapy and antibiotic therapy. 
The legs of older people in bed should be 
bandaged", kept warm, and made to move 
freely and regularly by means of prescribed 
regular exercises. Chilling in any form must 
be avoided. Legs must not be allowed to 
maintain a motionless, dependent position. 
Early ambulation’ among surgical cases 
should be instituted as a routine procedure 
along with breathing exercises. Statistics 
are now available which demonstrate the 
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value of the anticoagulant drugs, heparin‘? 
and dicumarol*’, as preventive measures in 
postoperative surgical cases. For example, 
in 1302 postoperative surgical patients to 
whom an anticoagulant was given, venous 
thrombosis occurred in but two patients and 
pulmonary embolism in none. The effec- 
tiveness of the anticoagulant may be judged 
also by the following figures based upon re- 
ported series totalling several thousand 
cases): in venous thrombosis, an anticoagu- 
lant reduced the occurrence of further throm- 
bosis from 21 per cent to 1.1 per cent, pul- 
monary emboli from 29 per cent to 1.2 per 
cent, and fatal pulmonary emboli from 14 
per cent to .3 per cent; after non-fatal pul- 
monary emboli further emboli were reduced 
from 30 per cent to 1.1 per cent and subse- 
quent fatal emboli from 18.5 per cent to .9 
per cent. The protective effects of anticoagu- 
lant drugs postoperatively seems therefore 
established, but the procedure has not been 
adopted generally because of the magnitude 
of the laboratory problem created. The rou- 
tine use of these drugs in chronic congestive 
heart failure with edema seems indicated. 
Here the stasis factors leading to thrombosis, 
produced by slowing of the circulation, ede- 
ma, and relative immobilization, are preemi- 
nent. Prophylactic venous ligation’ re- 
mains a disputed procedure and has been 
used but rarely in our clinic for the elderly 
subject who, already exhibiting venous ab- 
normalities, faces operation, a prolonged 
stay in bed, and the possibility of pulmonary 
embolism. 

Once the presence of fresh venous throm- 
bosis is recognized, the limb may be placed 
at rest in an elevated position and kept warm 
by dry or moist heat. If arterial spasm ex- 
ists, paravertebral sympathetic block" will 


promote limb circulation and decrease pafn. , 


Reflex arterial constriction is common in 
acute ileofemoral thrombophlebitis but is 
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rare in bland phlebothrombosis. The most 
important therapeutic procedure is the imme- 
diate institution of anticoagulant therapy in 
the form of heparin and dicumarol to pre- 
vent extension of clot already formed, pul- 
monary embolism and late post-phlebitic 
sequelae in the legs. Since the effect of he- 
parin is immediate, while that of dicumarol 
requires 24 to 48 hours to reach its maximum, 
it is now conventional to administer both 
drugs simultaneously. 

Heparin"”, derived commercially from 
beef lung, possesses rapid action which is 
dissipated in about four hours after a single 
standard dose of drug is given. It acts as an 
antithromboplastin, an antiprothrombin, an 
antithrombin, and decreases platelet agglu- 
tinability®’. Its administration must be con- 
trolled by the Lee-White clotting method. 
The optimal safe level of dosage is that which 
prolongs the clotting time to about three 
times the control value. Estimations should 
be made of its effect preferably once or 
twice daily. Major disadvantages of heparin 
therapy are the expensiveness of the drug 
and the requirement of parenteral injection, 
because it lacks oral effectiveness. Several 
preparations and methods of administration 
are available to the physician. The new con- 
centrated heparin’ (50 mg. per ce. in 
aqueous solution) may be given intramuscu- 
larly or intravenously in doses of 50 mg. 
every four hours with little danger of ill 
result. A continuous intravenous drip employ- 
ing approximately 300 mg. of heparin per 
24 hours is theoretically the optimal mode of 
administration but is far more difficult to 
control evenly. Heparin in Pitkin’s men- 
struum"” (a mixture of gelatin, dextrose, 
and glacial acetic acid) may be deposited 
subcutaneously or intramuscularly — in 
amounts of 300 to 400 mg. (with or with- 
out included vasoconstrictor drugs) for slow 
transference of heparin to the circulation 
over a 24 to 48-hour period. Although this 
represents the simplest form of heparin ad- 
ministration, delivery of the drug may be 
variable and its effects unpredictable. Not 
inconsiderable items are its high cost and 
productivity of pain at the site of injection. 
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Dicumarol*”, originally derived from 
sweet clover hay but now synthesized, has 
a slow cumulative action requiring 24 to 48 
hours for optimal effects to become manifest 
and a similar or even longer period for its 
action to disappear. Its primary action is to 
delay prothrombin formation in the liver, 
but it also inhibits thromboplastin and de- 
creases platelet agglutinability®’. Its admin- 
istration demands control by estimations of 
prothrombin activity?” performed daily, 
since tremendous variations in sensitivity to 
the drug occur from patient to patient and 
at times in the same patient. Clotting time, 
as measured in glass.tubes, is normal but 
is significantly prolonged when tested in spe- 
cial silicone coated tubes. The effect of di- 
cumarol on prothrombin should be reported 
in terms of prothrombin “activity” as a per- 
centage of the normal rather than as “time” 
in seconds'**, The curve of prothrombin ac- 
tivity is easily derived from prothrombin 
times performed upon serial dilutions of nor- 
mal plasma, averaged from several normal 
individual controls, by plotting the times as 
ordinates and the dilutions as abscissas”°). 
This curve will differ from method to method 
and will vary depending upon type and in- 
dividual batch of thromboplastin used. Pro- 
thrombin activity then may be translated 
from prothrombin time in seconds. This 
graph is never linear nor is “activity” a sim- 
ple mathematical derivative of “time.” Fail- 
ure to grasp this fact has resulted in at least 
two instances of severe hemorrhage produced 
by dicumarol personally observed by the au- 
thor. Prothrombin activity falls from 100 
per cent to 50 per cent with but little change 
in actual prothrombin time. The active safe 
portion of the curve lies between 30 per cent 
and 10 per cent of prothrombin activity ; thus 
the desirable therapeutic level ranges at 
about 20 per cent of normal. Hemorrhage sel- 
dom will occur at this activity level. Fatali- 
ties have resulted primarily from poorly con- 
trolled therapy. Dicumarol is inexpensive 
and almost wholly an oral drug. No paren- 
teral preparation is currently available. Var- 
ious oral dosage schedules''*” have been pro- 
posed for dicumarol. We have used 300 mg. 
of the drug on the first day and 200 mg. 
on the second day in order to suppress pro- 
thrombin activity rapidly, yet safely. Daily 
20, Alexander, B., deVries, A., and Goldstein, R.: Prothrom- 

bin: A Critique of Methods for Its Determination and 


Their Clinical Significance, New England J. Med. 200: 
403-413, 1949, 
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prothrombin times then indicate dosage size 
on succeeding days. If prothrombin activity 
is above 30 per cent of normal, 200 mg. gen- 
erally are administered ; if above 20 per cent, 
100 mg. are given; and if above 15 per 
cent, 50 mg. are dispensed; below this 
level none is allowed. Revision of this sched- 
ule must be made according to individual 
sensitivity of the patient. When the pro- 
thrombin level reaches 30 per cent of normal, 
heparin must be discontinued. Hemorrhage 
in minor form (epistaxis, hematemesis, pe- 
techiae, and ecchymosis) has been reported 
in 3.1 per cent and major bleeding in 1.9 
per cent of patients"®). Bleeding from he- 
parin may be controlled by the intravenous 
injection of protamine 50 to 100 mg. in a 
1 per cent solution and by whole blood trans- 
fusions, while that from dicumaro] responds 
to menadione bisulfite (synthetic vitamin 
K) 64 mg. administered intravenously once 
or more at 4 to 6-hour intervals, and to trans- 
fusions of whole blood. Minor bleeding calls 
only for cessation of the drug. Bleeding 
from heparin usually disappears in a few 
hours, but that from dicumarol may persist 
for several days unless it is adequately 
treated. A few fatalities have resulted from 
hemorrhage when dicumarol has been ad- 
ministered with no or poor laboratory con- 
trol@», 

Some authors believe that bland thrombo- 
sis requires no more than dicumarol alone 
since the situation is generally not an emer- 
gent one”). However, since clotting may 
spread rapidly and pulmonary embolization 
occur early, there seems little reason not to 
utilize the effective speed of heparin action 
in preventing further thrombosis before full 
dicumarolization can be achieved. 

There are many conditions in which anti- 
coagulant therapy is contraindicated, partic- 
ularly those characterized by bleeding ten- 
dencies (i.e., blood dyscrasias complicated 
by hemorrhage, hepatic disease, vitamin K 
deficiency states, and renal disease alone or 
complicated by renal insufficiency), recent 
operations upon or injuries to the brain or 
spina! cord where even minor hemorrhage 
in the nervous system may be disastrous, and 
ulcerative lesions within the gastrointestinal 
tract, such as peptic ulcer or neoplasm. 

From the medical viewpoint, surgical ven- 


H.: Fatal Hemorrhage in Di- 

1949. 

2. Allen, E. V.: The Emergency Treatment of Vascular 
Occlusions, J.A.M.A, 185:15-17, 1947. 


21. Duff, Ll. F., and Shull, W. 
cumarol Poisoning, J.A.M.A, 189 :762-766, 
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ous ligation has its greatest utility in these 
circumstances where anticoagulant drugs 
produce unnecessary danger to the patient. 
Additional indications for surgery are pro- 
vided by those patients in whom recurrent 
pulmonary embolism is manifest in spite of 
adequate, yet ineffective, anticoagulant man- 
agement. When embolism recurs at intervals 
too great for practical anticoagulant meas- 
ures to be continuously employed, ligation is 
certainly justified. 

As already indicated statistically®, pul- 
monary embolism is satisfactorily treated by 
the anticoagulants, which apparently control 
further emboli and prevent additional fatali- 
ties. Here speed of action is imperative; and 
both heparin and dicumarol are demanded 
for their full effects. For smaller emboli no 
further measures are indicated. Emergency 
situations are created, however, by larger 
emboli because sudden obstruction of a large 
pulmonary arterial branch may result in fur- 
ther coagulation clot, arterial spasm, bron- 
chospasm, atelectasis, coronary insufficiency, 
and circulatory embarrassment leading rap- 
idly to death. Immediate therapeutic meas- 
ures include analgesics (i.e., codeine), anti- 
spasmodics (i.e., papaverine), and vagolytic 
agents (i.e., atropine) in doses sufficient to 
provide adequate effect; oxygen is adminis- 
tered for the control of cyanosis and dyspnea. 
Penicillin should be given parenterally for 
the prevention of secondary infection and 
abscess formation within the infarcted area. 
Continued treatment depends entirely upon 
the further needs of the individual. Antico- 
agulant drugs are exhibited for periods usu- 
ally two weeks or longer as convalescence 
proceeds normally or slowly. Thrombectomy 
and vein ligation may be performed if em- 
bolism continues to recur. If suppurative 
thrombophlebitis proves the focus for bac- 
teriemia and recurrent septic emboli, vena 
caval ligation may be life-saving when chem- 
otherapy and antibiotics have failed to con- 
trol infection. 

The problems of the late complications of 
venous clotting” concern primarily chronic 
venous and lymphatic obstruction and gener- 
ally lie within the therapeutic province of the 
surgeon. The principal manifestations are 
edema, ulceration, induration, and local in- 
fection which tends to be recurrent. It seems 
acceptable that prompt and appropriate 
treatment of the initial thrombotic lesion 
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offers adequate prophylaxis against the later 
development of disabling sequelae. Once the 
post-phlebitic syndrome becomes established, 
the physician has little to offer these unfor- 
tunate victims save rest, elevation of the 
swollen limb, heat, bandages and elastic 
stockings which aid in controlling edema, arid 
chemotherapy and antibiotics which suppress 
local infections of the fungus and streptococ- 
cus types, both of which appear important 
in the vicious cycle of edema, infection, and 
fibrous scar formation. However, the sur- 
geon has several tools of reputed value in 
treatment” i.e., regional sympathetic block 
by procaine or sympathectomy to overcome 
vasospasm and induce vasodilatation, liga- 
tion of deep veins, usually the superficial fe- 
moral, when the venous valves are incompe- 
tent, saphenous vein stripping, ligation of 
communicating veins and skin grafting to 
promote healing of ulceration, removal of 
perivenous scar if proved the basis for deep 
vein obstruction, and finally when marked 
scarring has produced elephantiasis, a modi- 
fied Kondoleon operation may be performed. 
In our own experience these problems have 
been few in number and in most instances 
surgical judgment has remained conserva- 
tive. 
Conclusions 

In summary, a brief review of problems 
relating to intravascular clotting from the 
medical viewpoint is recorded with particu- 
lar reference to etiology, diagnosis, prog- 
nosis, complications, and treatment. Empha- 
sis is given to the importance of thromboem- 
bolic phenomena in clinical medicine and to 
the primary role of the anticoagulant drugs 
in treatment. 


Let Us Taste It for You, Doctor 
... We are well aware of the fact that these are 
busy days for you Doctor. That is why the Journal 
has taken the responsibility of acting as “official 
taster” of advertising and avoiding the presenta- 
tion of products which are of questionable value... . 
. No product subject to the review of A. M. A. 
councils can be advertised in The North Carolina 
Medical Journal until acceptance is secured. This 
insistence upon high standards has resulted in a 
loss of many pages of advertising, but it has given 
us the satisfaction of knowing that no subscriber 
of The North Carolina Medical Journal will in any 
way suffer from the use of products introduced to 
him through his official state professional maga- 
zine... 
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The surgical therapy of intravenous clot- 
ting revolves around simple but definite pro- 
phylactic measures which generously reward 
the physician and patient for their efforts, 
and active therapy which, when carefully se- 
lected, will usually improve and commonly 
relieve the condition. 

In an effort to evaluate the results of treat- 
ment of thrombosis involving the deep veins 
from the plantar surface of the foot to the 
inferior vena cava, we have studied 129 cases 
of phlebothrombosis, acute thrombophlebi- 
tis, and chronic thrombophlebitis. Since the 
purpose of this study was to show the results 
of treatment in the patients who survive, no 
patients were considered in this investigation 
who have expired as a result of deep venous 
thrombosis, or who have not been followed 
subsequent to therapy. 

The distinction between phlebothrombosis 
(also known as bland thrombophlebitis or 
bland thrombosis) and acute thrombophlebi- 
tis has been made by Dr. Kerr. Chronic 
thrombophlebitis or the post-thrombotic syn- 
drome of the lower extremity, as it is re- 
ferred to in advanced stages, is characterized 
by edema, induration of the tissues of the 
lower third or half of the leg with pigmenta- 
tion, chronic dermatitis of the skin of the 
area, pain, ulceration, and varicose veins. 


Predisposing Causes 

Cardiovascular disturbances and circula- 
tory retardation predispose to intravascular 
clotting in older persons. Thrombophlebitis 
is exceptional in young persons and occurs 
only where there is circulatory disturb- 
ance", The ages of the patients in our series 
ranged from 20 years to 82 years (table 1). 
In the younger age group pregnancy and de- 
livery and pelvic surgery were the most fre- 

From the Department of Surgery, Bowman Gray School of 
oo of Wake Forest College, Winston-Salem, North 
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Table 1 
Sex and Age 


Phlebothrombosis 
(30 cases) 


Female 
Youngest 36 
Oldest 75 
Average 
Age 
Total 
Number 12 


Table 2 
Predisposing Causes in 30 Cases of Phlebothrombosis 
No. Cases Per Cent 
Bed rest for illness or infection 14 46.6 
Surgery 11 
Pelvic surgery 3 
Prostatectomy 
Laminectomy for ruptured 
intervertebral disc 
Appendectomy 
Ureterosigmoidoscopy 
Suboccipital craniectomy 
Submucous resection 
Injury to extremity 
Unknown 


Ss 


a 


Table 3 
Predisposing Causes in 51 Cases of 
Acute Thrombophlebitis 

No. Cases Pe 
Surgery 21 4 
Bed rest for illness or infection 8 
Varicose veins 
Childbirth 5 
Injury to extremity 5 
Unknown 5 


Table 4 
Predisposing Causes in 48 Cases 
Chronic Thrombophlebitis 
No. Cases Per Cent 
Childbirth 12 25 
Bed rest for illness or infection 12 
Surgery 12 
Pelvic surgery 6 
Appendectomy 4 
Open reduction of patella 1 
Laminectomy for ruptured 
intervertebral disc 
Injury to back, pelvis, or extremity 5 
Varicose veins 2 
Unknown 5 


quent predisposing causes. Other etiologic 
factors are listed in tables 2, 3, and 4. 


Complications and Sequelae 

The complications and sequelae for the 
three types of thrombosis studied are listed 
in table 5. The fact that 28 of the 51 patients 
with acute thrombophlebitis had no compli- 
cations or sequelae is due principally, we be- 
lieve, to early and adequate therapy. All of 
the typical symptoms of the post-thrombotic 


Acute Chronic Thrombophlebitis 


1 Cases) (48 Cases) 


syndrome (cellulitis, pain, swelling, ulcera- 
tion, and varicose veins) were present in a 
high percentage of the patients with chronic 
thrombophlebitis. 

Pulmonary embolism was most common in 
the group of patients with phlebothrombosis. 
This complication is relatively rare in acute 
and chronic thrombophlebitis. In acute 
thrombophlebitis, however, it may result 
from propagation of the thrombus or even 
from the development of a bland thrombosis 
on the advancing proximal portion of the 
acute thrombophlebitis. In patients with 
chronic thrombophlebitis, the development 
of acute recurrent thrombophlebitis or even 
phlebothrombosis may result in the produc- 
tion of pulmonary emboli. 

According to Barker, Nygaard, Walters 
and Priestly®”, 24 per cent of the cases of 
pulmonary embolism are fatal during the 
first attack. In other cases the clot is smaller, 
producing obstruction in the lesser branches 
of the pulmonary artery. About 60 per cent 
of the cases in which there are multiple epi- 
sodes of pulmonary embolism terminate fa- 
tally. These authors further discovered that 
in 36 per cent of the cases of fatal embolism, 
the terminating attack was preceded by one 
or more non-fatal attacks®>”. 


Prophylactic Treatment 


The prophylactic measures that have 
proved helpful in the past and are easily ap- 
plicable are well known to practically every- 
one, but are rather indifferently applied by 
all. Normal cardiovascular function should 
be maintained or re-established early. Ochs- 
ner has repeatedly warned against the vaso- 
constrictor effect of nicotine, and has urged 
that smoking be stopped for a period of ten 


2. te ey N. W., Nygaard, K. K., Walters, W., and Priestly, 
A Statistic al Study of Venous Throm- 

am and Pulmonary Embolism. (a) Incidence in Various 
Types of Operations, Proc. Staff Meet., Mayo Clin, 15: 
769-773 (Dee.) 1940; (b) Location of Thrombosis; Rela- 
tion of Thromt and E Hi Ibid 16:38-87 (Jan. 15) 
1941; (c) Predisposing Factors, Ibid, 16:1-5 (Jan. 2) 1941. 
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Table 5 


Complications and Sequelae 


Phliebothrombosis 
(30 cases) 


No. Cases Per Cent No. Cases Per Cent No. 
2 


None 9 
Pulmonary embolism 

Swelling 

Pain and swelling 

Gangrene of foot 

Varicose veins and swelling 

Varicose veins and ulceration 

Pain, swelling, cellulitis, and ulceration 
Pulmonary embolism and 

chronic swelling 
Pain, swelling, varicose veins, 

and ulceration 0 
Pulmonary embolism, pain, 

swelling, and varicose veins 0 
days to two weeks before contemplated sur- 
gery. Compression of the superficial veins of 
the lower extremity should be maintained by 
the use of elastic bandages applied from the 
base of the toes to the groin. This measure 
obviates stagnation of blood in the superfi- 
cial veins and increases the rate of blood 
flow in the deep venous system. 

Since obesity predisposes to intravascular 
clotting, patients who are overweight should 
be urged to reduce prior to operation. Hydra- 
tion and remineralization, particularly in in- 
dividuals who have been vomiting or for 
other reasons have lost fluids and electro- 
lytes, must be properly attended to, not only 
during the pre- and post-operative periods, 
but during prolonged surgical procedures. 
Anemias, other blood dyscrasias, hypopro- 
teinemia, and hypovitaminosis should be cor- 
rected preoperatively. 

During the operative procedure, it is im- 
perative to prevent circulatory collapse, ex- 
cessive loss of blood or other fluids, and chill- 
ing. Sharp dissection and careful handling 
of tissues in the securing of hemostasis are 
important. 

During the operation and postoperatively, 
any posture which favors circulatory retard- 
ation (hyperextension of the knees or hips or 
flexion of the thighs on the abdomen and 
flexion of the legs on the thighs) should be 
avoided. Elevation of the foot of the bed and 
of the patient’s lower extremities, with slight 
flexion of the thigh on the trunk at an angle 
of about 45 degrees, has been advised. 


Anatomische Grundlage zur Behand 
und Femoralisthrombosen, Wien, 
klin. Wehnsechr. 49:1067-1071 (Aug. 28) 1936. (b) Barnes, 
A. Pulmonary Embolism, J.A.M.A, 109:1347-1353 (Oct. 
23) 1987. (c) Homans, J.: Thrombophlebitis in Legs, New 
England J. Med, 218:594-599 (April 7) 1988. (d) Sehmid, 
H.: Verhiitung von Postoperativen Thrombosen und 
Embotien, Zentralbl, f. Gynik. 61:307-317 (Feb, 6) 1937. 


(a) Friedliinder, E.: 
lung der Beckenvenen 


Chronic 
Thrombophlebitis 
(48 cases) 


Cases Per Cent 


Acute 
Thrombophlebitis 
(51 cases) 


22.9 
0.0 2 4.2 


Early mobilization postoperatively is of 
help. Contraction of the muscles of the ex- 
tremities, the use of the bed bicycle as sug- 
gested by Gambel, and more recently early 
ambulation have aided in the prevention of 
postoperative thrombosis. Other simple but 
effective prophylactic measures are deep 
breathing and prevention of increased ab- 
dominal tension from tight bandages or dis- 
tention of the gastrointestinal tract. Smith 
and Allen recommended stimulation of the 
peripheral circulation by the application of 
heat or warm coverings to the lower extremi- 
ties. 

Among the measures which have been em- 
ployed more recently to prevent intravenous 
clotting following surgical operations are the 
prophylactic administration of dicumarol), 
heparin, or sodium thiosulfate, and the pro- 
phylactic interruption of the superficial fe- 
moral vein during operations on elderly in- 
dividuals. Several controlled studies‘? 


4. Dennis, C.: Evaluation of Anticoagulant Therapy in Deep 
Venous Thrombosis of Lower Extremities, Minnesota Med, 
31:37-39 (Jan.) 1948, 

5. Bancroft, F. W.: Review of Various 
Treatment of Phiebothrombosis of the Extremities, 
York State J. Med. 46:299-305 (Feb. 1) 1946, 

i. Meigs, J. V. and Ingersoll, F. M.: Thrombophlebitis and 
Phlebothrombosis in Gynecologic Patients; the Prophy- 
laxis, Recognition, and Treatment, Am, J. Obst. & Gynec. 
52:988-945 (Dec,) 1946, 

- (a) Allen, A, W., Linton, R. 
ous Thrombosis and Pulmonary Embolism, J.A.M.A. 133: 
1268-1274 (April 26) 1947. (b) Homans, J.: Operative 
Treatment of Thrombosis in Arteries and Veins of Lower 
Limbs, Am, J. Med, 3:345-354 (Sept.) 1947. (c) Donaldson, 
G, A.: The Therapy and Prophylaxis of Venous Throm- 
bosis and Pulmonary Embolism, S. Clin. North America 
27:1037-1051 (Oct.) 1947. (d) Loewe, L., Hirsch, E, and 
Grayzel, D. M.: Action of Heparin on Experimental Ven- 
ous Thrombosis, Surgery 46-760 (Nov.) 1947. (e) 
Kiesewetter, W. B. and Shumacker, H. B., Jr.: Experi 
mental Study of Comparative Efficacy of Heparin and 
Dicumarol in Prevention of Arterial and Venous Throm- 
bosis, Surg., Gynee. & Obst. 86: ee 702 (June) 1948, (f) 
Smith, G. V. and Mulligan, W. J.: Dicumarol Prophylaxis 
against Venous Thrombosis in ease Undergoing Sur- 
gery, Surg., Gynec. & Obst, 86:461-464 (April) 1948. (g) 
Wise, W. D., Loker, F. F., and Brambel, C. E.: Effective 
ness of Dicumarol Prophylaxis against Thromboembolic 
Complications Following Major Surgery, Gynec, & 
Obst. 88:486-494 (April) 1949. 
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Table 6 
Therapy Employed in 30 Cases of Phlebothrombosis 


Recovered 


Cases No. Cases Per Cent No. Cases Per Cent No. Cases Per Cent 
80.0 2 13.3 1 6.6 


Treatment 
Ligation and elastic bandage 15 12 
Ligation, anticoagulants, and 

elastic bandage 
Ligation, anticoagulants, and 
vasodilators 
Bed rest, elevation, anticoagu- 
lants, and vasodilators 
Elevation, heat, and elastic 
bandage 2 
Elastic bandage and vasodilators 2 
Elevation, bed rest, and icebags : 
Bed rest 
have shown that the use of a or both of 
these measures significantly reduces the in- 
cidence of thromboembolic disease following 


surgery or during prolonged illness. 


Active Treatment 

Once clotting has developed, it should be 
diagnosed immediately, and proper treatment 
instituted at once. 

Phlebothrombosis 

Phlebothrombosis presents a serious threat 
of death from pulmonary embolism). Once 
it is recognized, further propagation of the 
thrombus can be prevented by the use of 
anticoagulants. This does not, however, re- 
duce the danger of embolism from the throm- 
bus which is already present. The only safe- 
guard against embolic death is interruption 
of the venous trunk at or above the site of 
thrombosis. 

Phlebothrombosis must be suspected and 
searched for routinely in all postoperative 
cases, as its early diagnosis depends upon a 
high index of suspicion. Zimmerman em- 
phasized this fact by reporting that the ex- 
istence of vein involvement was recognized 
clinically in only 7 out of 56 patients who 
had fatal pulmonary embolism. Edema, how- 
ever, was noted clinically or by the patholo- 
gist in 21 of the 56 cases, and pain in the leg 
was mentioned by either the progress note or 
the nurse’s note in the histories of 12 of 
the patients. Slight elevation of the pulse 
rate or of the temperature without obvious 
explanation, slight apprehension on the part 
of the patient, or soreness and tenderness 
to pressure in the leg or foot, with slight 
pain in the calf on dorsiflexion of the foot, 
should suggest the presence of phlebothrom- 


8. Zimmerman, L, M., Miller, D. and Marshall, A. N.: Pul- 
monary Embolism:) Its Incidence, Significance, and Rela- 
tion to Antecedent Vein Disease, Surg., Gynec. & Obst. 
88:873-888 (March) 1949. 


71.4 1 14.2 


Improved Unimproved 


14.2 
1 100.0 


0 0.0 
2 


1 
0 
0 
100.0 0 
1 50.0 1 
1 100.0 0 
1 100.0 0 

Ochsner has stated that phlebothrombo- 
sis is an emergency second only to hemor- 
rhage, and requires immediate surgery. A 
small portion of the superficial femoral vein 
is ligated, divided, and excised under local 
anesthesia or low spinal anesthesia, and the 
clot is aspirated from the proximal and dis- 
tal segments of the vein. If the thrombus has 
been found to involve both the deep and 
common femoral, or the external and common 
femoral, or the external and common iliac 
veins, ligation is carried out in the region of 
the common femoral after aspirating the 
proximal portion of the vein until free bleed- 
ing is obtained. Unilateral ligation has been 
the usual procedure where signs were rela- 
tively definite on one side; bilateral ligation 
is becoming more popular, however, and is 
done almost routinely if there are no signs 
localizing the thrombosis in only one extrem- 
ity, and particularly where pulmonary em- 
bolus has already been diagnosed. 

Allen”, Ochsner®!”, Bancroft"? and 
others recommend ligation and division of 
the superficial femoral vessels as a rule, 
whereas Hinton'*), Thebaut and Ward", 
and some of the foreign investigators prefer 
ligation of the inferior vena cava. Homans”) 


9. Ochsner, A.: Venous Thrombosis, Surgery 24:445-451 
(Sept.) 1948. 

10. Allen. A. W., Linton, R. R., and Donaldson, G. A.: Venous 
Thrombosis and P ry Further Experi- 
ence with Thrombectomy and ‘Vein interruption, 
J.A.M.A, 124:897-4038 (June 9) 1945, 

. Ochsner, A. and DeBakey, M.: Thrombophlebitis and 
Phiebothrombosis, in Walters, W.: Lewis’ Practice of 
Surgery, Hagerstown, Md., W. F. Prior Co., v, 12, ch, 5B 
(1949). 

. Bancroft, F. W.: Proximal Ligation and Thrombectomy 
for Phlebothrombosis of Femoral and Iliac Veins, Ann. 
Surg. 121:175-184 (Feb.) 1945. 

. Hinton, J. W.: Anticoagulant Therapy in Postoperative 
Venous Thrombosis, California Med, 68:424425 (June) 
1948, 

. Thebaut, B. R. and Ward, S.: Ligation of the Inferior 
Vena Cava Report of 36 Cases, 
Surg., & Obst. 84:385-401 (April) 1947. 

. Homans. J.: Deep Quiet Venous Thrombosis in the Lower 
Limb; tok. Level for Interruption of Veins; Iliac 
Sector or Ligation, Surg., Gynee. & Obst, 77:70-82 (July) 
1944, 
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Table 7 
Therapy Employed in 51 Cases of Acute Thrombophlebitis 


Recovered 


Improved Unimproved 


Cases No. Cases Per Cent No. Cases Pir Cent No. Cases Per Cent 


Ligation of vein plus other ther- 
apy (anticoagulants, elastic 
bandages, vasodilators, etc.) 8 2 

Sympathetic Novocain blocks 
plus anticoagulants, etc. 18 8 

Sympathectomy 2 1 

Anticoagulants & other therapy 
(vasodilators, bandages, etc.) 10 4 

Vasodilators, elastic bandages, 

1 
2 


Seattle (bed rest, elevation, 

elastic bandages, etc.) 9 
Roentgen therapy 1 0 
has discussed the advantages of interrupting 
the common iliac vein in all cases of ad- 
vanced, quiet venous thromboses. 

Anticoagulant therapy is instituted imme- 
diately upon the diagnosis of phlebothrom- 
bosis or thrombophlebitis. Dicumarol and 
heparin are usually given together for the 
first 48 to 72 hours, at the end of which 
time heparin is discontinued. The dosage of 
heparin is usually 300 mg. given subcutane- 
ously or intramuscularly once a day as Depo- 
Heparin or in Pitkin menstruum. Supple- 
mentary doses of 50 to 70 mg. of heparin in 
an aqueous solution may be given intraven- 
ously when the clotting time is less than 15 
to 20 minutes. 

The dosage of dicumarol has been 300 to 
400 mg. initially, followed by 200 mg. on the 
second day, and then 100 to 200 mg. daily as 
needed to maintain the plasma prothrombin 
time between 30 and 40 seconds when the 
normal control ranges between 14 and 18 
seconds. This prothrombin time, which is 
approximately 10 to 20 per cent of normal, 
prevents intravascular clotting, but does not 
predispose to hemorrhage. 

Adhesive pressure dressings are applied to 
the lower extremities, and early ambulation 
is instituted. 

As is shown in table 6, 23 of our 30 pa- 
tients with phlebothrombosis were treated 
by ligation combined with various other 
measures. Seventeen of these recovered com- 
pletely, whereas recovery took place in only 
1 of the 7 patients who were treated by non- 
surgical methods alone. 


Acute thrombophlebitis 


Acute thrombophlebitis, since it carries 
very little risk of massive embolism, does not 
require ligation and sectioning of the vein. 


75.0 


50.0 
50.0 


25.0 


44.4 
50.0 


60.0 


33.3 66.6 


22.2 55.5 

0 100.0 

Acute thrombophlebitis has a relatively sud- 
den onset, characterized by pain, fever, 
swelling, tenderness, and usually some dis- 
coloration. Felder” has pointed out that 
thrombophlebitis may cause the leg to be 
warmer or cooler, duskier or paler than the 
opposite limb, and that the arterial pulses 
may be the same or less in the involved leg. 
The so-called phlegmasia alba dolens, which 
is one type of acute thrombophlebitis, com- 
monly produces a cold, white, swollen ex- 
tremity which may or may not be painful and 
tender. 

Most authorities recognize the importance 
of releasing the marked peripheral vascular 
spasm associated with acute thrombophlebi- 
tis, and recommend the injection of Novocain 
to produce a paravertebral lumbar sympa- 
thetic block. Anticoagulants are also given 
concomitantly to prevent propagation of the 
thrombus and the possible development of a 
bland thrombus on the acutely inflamed clot. 
Felder" uses anticoagulants alone, without 
sympathetic blocks, in the treatment of acute 
thrombophlebitis. In our experience, how- 
ever, blocking of the lumbar sympathetic 
ganglia and chain has been most helpful in 
this condition (table 7). A simple technique 
of injection is briefly as follows: 

The spinous processes of the first, second, 
third, and fourth lumbar vertebrae are used 
as landmarks in developing cutaneous wheals 
at points 4 cm. lateral to these bony emin- 
ences. A 22 gauge lumbar puncture needle, 
13 to 15 cm. in length, is then introduced per- 
pendicularly to the skin until it impinges 
against the transverse process. The direction 
of the needle is then altered slightly to per- 
mit it to pass either above or below the 
16. Felder, D, A.: Evaluation of the Various Clinical Signs 


of Thrombophlebitis and Experience in Therapy with Anti- 
coagulants, Surg., Gynec, & Obst, 88:337-350 (March) 1949. 


6 
9 
1 
40.0 6 
2 
5 
1 


| 
176 
| 
0 0 
1 5.5 
0 0 i 
0 0 
0 0 
| 
{ 
| 


April, 1950 


THROMBOPHLEBITIS AND PHLEBOTHROMBOSIS 


Table 8 3 
Therapy Employed in 48 Cases of Chronic Thrombophlebitis 


Recovered 


Improved Unimproved 


Cases No. Cases Per Cent No. Cases Per Cent No. Cases Per Cent 


Ligation of deep veins and 

supplemental therapy 15 4 
Ligation & stripping of varicose 

veins and supplemental 

therapy 
Lumbar sympathectomy and 

supplemental therapy 
Lumbar sympathetic Novocain 

block and supplemental 

therapy 
Vasodilators and supplemental 

therapy (without anticoagu- 

lants) 0 
Vasodilators, anticoagulants, & 

supplemental therapy 0 
Anticoagulants & supplemental 

therapy 0 
Symptomatic (elevation, hot 

compresses, etc.) 0 


transverse process for an additional 4 em. 
During the insertion of the needle from the 
transverse process toward the body of the 
vertebra, it is necessary that the point be 
directed slightly mediad. The point of the 
needle will impinge upon the anterolateral 
surface of the body of the vertebra in the re- 
troperitoneal space, and about 5 cc. of a 1 
per cent solution of procaine hydrochloride 
should be injected at each of the four points 
selected. 

One or two injections at these areas com- 
monly gives complete relief of the pain, per- 
mitting the extremity to become warm and 
the swelling to subside. A barbiturate given 
before the instillation of the Novocain 
should preclude any appreciable reaction to 
the anesthetic agent, in the event that the 
individual is sensitive to it. Elastic adhesive 
bandages are applied to the involved extrem- 
ity, and early ambulation is advised. The 
symptoms usually abate appreciably within 
five to ten days, permitting the patient to 
walk about. 

Recently tetraethyl! ammonium chloride 
(Etamon) and Priscoline have been used for 
their vasodilating effect through the auto- 
nomic nervous system. In general, we have 
not been pleased with the results obtained 
from the use of these drugs. 

Table 7 presents the results of the various 
types of therapy which we have employed for 
acute thrombophlebitis. 


Chronic thrombophlebitis 


The differentiation between simple vari- 


cose ulcers and the so-called postepe 


26.6 10 


66.6 1 6.6 


62.5 37.5 
100.0 0 


100.0 


100.0 0 
1 100.0 0 
3 75.0 25.0 
0 5 71.4 2 28.5 


ulcers was first made by Homans” about 
1917. Since his report many methods of 
treatment have been advocated, but none are 
uniformly successful. 


Mahorner“®) stated that rest and elevation 
of the edematous leg, combined with wide 
excision of the indurated and ulcerated areas 
and free skin grafting, has given the most 
satisfactory results in his cases. He particu- 
larly warned against ligation of superficial 
veins when there is a definite history of 
thrombosis of the deep veins. Apparently 90 
per cent of the patients that he treated by 
excision of post-thrombotic ulcers and the 
application of split thickness skin grafts re- 
turned to work and were free of trouble. 


Ochsner and DeBakey"® recommend liga- 
tion of the deep veins, particularly the su- 
perficial femoral, and sub-fascial ligation of 
the communicating veins in the leg. 

Linton and Hardy®® have recently advo- 
cated interruption of the femoral vein dis- 
tal to the profunda femoris, together with 
ligation and stripping of the long saphenous 
vein. The criteria they used for determining 
the feasibility of the procedure was 
failure of the pressure in the superficial fe- 


17. Homans, J.: The Etiology and Treatment of Varicose 
Ulcer of the Leg, Surg., Gynec. & Obst. 24:300-311, 1917. 

18. Mahorner, H.: Indurated Leg and Leg Ulcers; A Clinical 
Study of Their Etiology and Treatment, Surg., Gynec. & 
Obst, $8:115-128 (Jan.) 1949. 

19. Ochsner, A. and DeBakey, M.: Postphlebitic Sequelae, 
J.A.M.A. 189:428-429 (Feb. 12) 1949. 

20, Linton, R. R. and Hardy, I. B., Jr.: (a) Post-Thrombotic 
Syndrome of the Lower Extremity; Treatment by Inter- 
ruption of the Superficial Femoral Vein and Ligation and 
Stripping of the Long and Short Saphenous Veins, Surgery 
24:452-468 (Sept.) 1948; (b) Post-Thrombotic Sequelae of 
the Lower Extremity; Treatment by Superficial Femoral 
Vein Interruption and Stripping of the Saphenous Veins, 
North America 27:1171-77 (Oct.) 1947. 
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moral vein to rise above 30 cm. in water after 
occlusion of the exposed superficial femoral 
and saphenous veins. If the pressure goes 
above 30 cm. of water with the superficial 
femoral vein cannulated, the stripping is not 
done until a later date. 

Linton and Hardy?” reported encourag- 
ing results in 84 extremities subjected to li- 
gation of the superficial femoral vein and 
stripping of the varicose veins. Pain was re- 
lieved in 63 per cent and edema was relieved 
in 45 per cent of the patients so treated. Sta- 
sis cellulitis was relieved in 37 per cent, der- 
matitis in 73 per cent, and ulceration in 80 
per cent of the patients. 

Homans" classified cases of chronic 
thrombophlebitis into five groups. For pa- 
tients with edema and ulceration (groups 1 
and 2) he recommended rest and elevation of 
the part, together with excision of the ulcer- 
ated areas in certain cases, after the infec- 
tion in the ulcers is brought under control. 
For the patients with pain (group 3), he 
advised sympathetic lumbar block with No- 
vocain, or, in late and obstinate cases, sym- 
pathectomy. For the patients with marked 
venous congestion, but with little or no ede- 
ma (group 4), he recommended division of 
the superficial femoral vein and of the saph- 
enous vein (if it is diseased) at its point 
of entry into the common femoral. For group 
5 (patients with recurrent thrombosis, with 
or without embolism) he suggested ligation 
of the common iliac vein, and occasionally 
ligation of the vena cava. 

Our series includes 48 patients with chron- 
ic thrombophlebitis treated by various 
methods (table 8). In the 15 patients treated 
with ligation of the deep veins, supplemen- 
tal therapy included ligation and stripping 
of varicose veins when these were present, 
plus elastic bandages and early ambulation. 
The superficial femoral vein was the one 
most commonly divided, and a femoral peri- 
arterial sympathectomy was performed in 
10 patients. The common femoral vein was 
selected for division in 2 patients, and the 
external iliac vein was divided in one. Only 
1 patient in this group of 15 did not improve; 
in this patient the common iliac vein was 
found to be filled with a firm, fibrosed 
thrombus. 

In 8 cases ligation and stripping of vari- 
cose veins was supplemented by the appli- 
21. Homans, J.: The Late Results of Femoral Thrombophile- 


bitis and Their Treatment, New England J, Med, 235:249 
253 (Aug. 22) 1946 
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cation of pressure dressings and continuous 
care on the part of the patient to avoid in- 
jury to the involved extremity, plus the use 
of systemic vasodilators and in 2 cases the 
use of vitamin E. Three of these patients 
received no benefit from the therapy. 

All of the 7 patients who had a lumbar 
sympathectomy performed on the involved 
side were able to return to work wearing an 
elastic adhesive support. The 5 patients 
treated with sympathetic lumbar Novocain 
blocks and supplementary therapy in the 
form of elastic bandages, vitamin E, and vas- 
odilators showed satisfactory improvement, 
although none made a complete recovery. 

Anticoagulant therapy with elastic band- 
ages and peripheral vasodilators was used 
in 4 patients, 3 of whom showed definite im- 
provement. Among 7 patients treated symp- 
tomatically with elevation of the extremity 
and application of hot compresses over a pro- 
longed period, followed by elastic bandages 
and intermittent periods of rest, 5 improved 
and were able to resume work. 

Advantages of surgical treatment 

In the past, venous clotting has been 
treated by prolonged bed rest in an effort to 
prevent pulmonary embolism and to decrease 
edema of the involved extremity. Ligation of 
the involved vessel materially shortens the 
period of disability and particularly the pe- 
riod of bed rest in all forms of thrombotic 
disease of the lower extremities. In our se- 
ries (table 9) the period of bed rest required 
for acute and chronic thrombophlebitis was 
approximately three times as long when li- 
gation was not carried out, and that required 
for phlebothrombosis was approximately 
eight times as long in patients treated with- 
out ligation. In addition, the danger of fatal 
pulmonary embolism is greatly reduced by 
ligation. 


Summary and Conclusions 


Deep venous obstruction of the lower ex- 
tremities is a serious, commonly fatal or 
chronically incapacitating illness demanding 
active prophylactic and therapeutic meas- 
ures. 

A series of 129 cases which have been 


carefully studied following deep venous 
thrombosis has been analyzed with reference 
to the predisposing causes and the final re- 
sults of treatment. No cases are included in 
which the venous disease terminated fatally. 

Methods of treatment advocated by other 
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THROMBOPHLEBITIS AND PHLEBOTHROMBOSIS 


Table 9 


Days of Bed Rest Necessary Following Surgical and Nonsurgical Treatment 
of Venous Thrombosis 


Phlebothrombosis 


Fetal 
Days in 


Ay. 
Daysin No. 
Cases 


1 8 
8 43 


No. 
Cases 


investigators are briefly discussed. 

The treatment recommended for phlebo- 
thrombosis is ligation and division of the in- 
volved veins, together with anticoagulant 
therapy. In acute thrombophlebitis, repeated 
paravertebral lumbar sympathetic blocks 
should be done to release the marked periph- 
eral vasospasm and relieve swelling and 
pain. Anticoagulant therapy should be used 
in this group also, to prevent propagation 
of the thrombus, and the possible develop- 
ment of bland thrombophlebitis on the prox- 
imal portion of the intravascular clot. 

The therapy of chronic thrombophlebitis is 
usually long, requiring persistent care on the 
part of the patient to avoid injury to the 
involved extremity, and prolonged periods of 
rest and elevation of the extremity. This 
condition can usually be avoided by proper 
treatment of acute phlebothrombosis and 
thrombophlebitis in their early stages. In 
carefully selected cases, sympathectomy alone 
or combined with ligation and division of 
the deep venous channels, frequently supple- 
mented by ligation and stripping of superfi- 
cial varicose veins and the use of elastic 
bandages, anticoagulants, and vasodilators, 
may be effective. 


Discussion 


Dr. J. Ross Veal (Washington, D. C.): I have en- 
joyed the three papers that have been presented 
here today, and I find little to argue about in them. 

In all patients with suppurative thrombophlebitis, 
interruption of the vein is certainly indicated, be- 
cause anticoagulants will not affect these cases. 
There are other types of venous thrombosis in which 
surgery is indicated, The first is tibial vein throm- 
bosis in older patients, regardless of the etiology. 
Early in these cases the disease is confined to the 
tibial veins. If we can ligate these femoral veins 
below the profunda femoris, the patient can get out 
of bed immediately. Elastic stockings should be worn 
if edema is present, Another group of patients in 
whom interruption of the veins should be per- 
formed promptly are those with thrombophlebitis 
in varicose veins, Many old people with large vari- 
cose veins develop thrombosis in their varicosities. 


Acute 
Thrombophlebitis 


Chronic 
Thrombophlebitis 


Av. 
Days in 
Bed 


Total 
Days in 
Bed 


Ay. 
Days in 


Total 
Days in No. 
Cases 


21 2.6 26 
337 7.8 22 


82 3.1 


196 8.9 
Pulmonary embolism occurs in about 6 per cent of 
these cases. The danger of embolism can be elimi- 
nated by ligation, and the patient can be made 
ambulatory immediately. 

Pulmonary embolism is rare in acute femoro- 
iliac thrombophlebitis. The symptoms of this dis- 
ease are rapidly relieved by blocking the sympa- 
thetic pathways to the involved limb. We have em- 
ployed sympathetic nerve block in a large number 
of such cases. Fever, pain and swelling subside 
rapidly. If fever persists for more than forty-eight 
hours, look for some other trouble. You will usually 
find some pelvic infection or venous thrombosis on 
the opposite side. 

I would like to say one final thing about the 
stripping and multiple ligations of veins. One fun- 
damental fact about veins must be kept in mind. The 
more veins you destroy, the wilder the pattern will 
be when they recur—and they are going to recur. 
I have been asked what are the possibilities of cure 
in the treatment of varicose veins. I think it is about 
the same as in carcinoma of the stomach. The re- 
currence rate of varicose veins is quite high. I would 
like to put in a plea for less radical surgery in 
varicose veins. 

Dr, Ernest T, Trice (Richmond): I do not believe 
that we need to have any more concern about the 
danger of thrombophlebitis. Thrombophlebitis, being 
a definite inflammation, should be treated as an in- 
flammation, Phlebothrombosis, which is much more 
dangerous, produces few, if any symptoms. Homans’ 
sign is present in about half the genuine cases of 
phlebothrombosis, There may be no fever, prac- 
tically no increase in the sedimentation rate, and no 
swelling. Phlebothrombosis develops while we are 
feeling that everything is all right; and when our 
patient goes home and is tying his shoe or walking 
out of the door, he dies of massive infarction. 

What causes intravascular clotting? I believe 
there are only two reasons for blood to clot in the 
deep veins of the leg. The first reason is that all 
motion is stopped, and the patient is dead, The 
second reason is the presence of a foreign protein. 
The foreign protein in the case of clotting in the 
deep veins of the leg is thrombin. There is no throm- 
bin circulating in the blood of those of us in this 
room, because we have not been subjected to a 
thromboplastic agent. Following a surgical opera- 
tion, however, the enzyme referred to by Dr. Kerr is 
liberated at the site of trauma; and that thrombo- 
plastic agent, that enzyme, with the action of cal- 
cium and prothrombin, creates in the blood of the 
patient a foreign protein—thrombin. 

If we understand physiology in this way and if 
we understand that we are guilty of committing 
trauma this morning on the hysterectomy patient, 
we must immediately make a plan to defeat the 
tragic disease, phlebothrombosis, that creeps up on 
us five days later, and kills our patient. 
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PRINCIPLES OF THE SURGICAL 
TREATMENT OF SARCOMA 


R. W. POSTLETHWAIT, M.D. 


CHARLESTON, SOUTH CAROLINA 
and 
H. H. BRADSHAW, M.D. 


WINSTON-SALEM 


During the past several years, the publi- 
cations of Pack and his co-workers and those 
of Stout have done much to evolve a more 
intelligent approach to the proper surgical 
treatment of sarcoma. In spite of repeated 
warnings, however, many patients are still 
subjected to inadequate local excision or lim- 
ited amputation for soft tissue sarcoma, and 
thus the opportunity for cure is markedly 
decreased or lost entirely. Since the average 
general surgeon or practitioner only occa- 
sionally encounters one of these tumors, he 
does not have an opportunity to develop an 
understanding of the natural history of the 
soft tissue sarcomas. It appears to be of some 
importance, therefore, to reiterate the prin- 
ciples of the care of patients who have sar- 
coma. 


Fibrosarcoma and Related Tumors 


Fibrosarcoma occurs at any age, but most 
frequently between 20 and 50 years. The 
subcutaneous and intermuscular tissues—us- 
ually those about the thigh and shoulder, and 
somewhat less frequently those about the 
knee and elbow—are the most common sites. 
Fibrosarcomas are often densely adherent to 
the tendinous aponeuroses and fascial lay- 
ers. Usually not large, they are rounded or 
lobulated; they may appear fairly well en- 
capsulated or grossly infiltrate the sur- 
rounding tissue, and may mold around nor- 
mal structures. Their consistency may be 
hard or relatively soft, depending on the cel- 
lularity of the tumor. Metastases are usually 
late and most often occur by way of the 
blood stream, although occasionally the re- 
gional lymph nodes may be involved. Fibro- 
sarcomas are generally resistant to irradia- 
tion. After excision, local recurrence is fre- 
quent, 

The histologic terminology and classifica- 

rum ‘the Department of Surgery, Bowman Gray School of 
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tion are the subject of some controversy. 
Apparently the principal point of agreement 
is that increased cellularity and decreased 
fibrillar intercellular substance indicate a 
greater degree of malignancy. 


Treatment by local excision 


Case 1. A 55 year old white man was admitted 
to the North Carolina Baptist Hospital on March 
16, 1945, because of a mass in the thigh which had 
been present for five months. Examination showed 
a slightlytender, deeply situated, and poorly out- 
lined mass, about 8 cm. in diameter, on the pos- 
terior surface of the lower third of the right thigh. 
Accessory studies, including roentgenograms of the 
chest and leg, were normal. At operation, although 
the mass was irregular in outline it was apparently 
well encapsulated, so that it was removed en masse 
by sharp dissection without difficulty. Microscopic 
studies showed an extremely cellular fibromyxosar- 
coma. After his discharge from the hospital, the 
patient was given roentgen therapy (3600 r.). He 
had had no recurrence in January, 1949. 


At times local excision may be satisfac- 
tory, but in such cases a wide margin of un- 
involved normal tissue must be removed with 
the tumor—a margin measured not in cen- 
timeters but by surgical judgment. An en- 
tire muscle or muscle group may have to be 
sacrificed with the neighboring nerves and 
vessels. The tumor usually appears to be 
well encapsulated on gross inspection, but 
the temptation to shell it out by blunt dis- 
section must be avoided. A microscopic ex- 
tension through the capsule, sarcomatous tis- 
sue present in adjacent lymphatic channels, 
or implantation of malignant cells by cutting 
through tumor tissue may form a nidus for 
a recurrence. 


Treatment by amputation of a limb 


Case 2. A 68 year old white man was admitted 
on April 18, 1945, because of a tumor on the right 
arm of three years’ duration. The mass had been 
excised locally on two occasions. Examination 
showed a firm mass measuring 5 by 7 cm. in the 
anterolateral aspect of the deltoid region. No axil- 
lary nodes were palpable. Accessory studies, includ- 
ing roentgenograms of the chest and shoulder, were 
normal, The right arm was removed by disarticula- 
tion at the shoulder joint. Gross and microscopic 
studies showed an unencapsulated fibrosarcoma. The 
patient had no recurrence, but died at home on 
March 29, 1948, of a heart attack. 


1. fs) Stout, A. P.: Sarcomas of the Soft Parts, J. Missouri 


A. 44:329-334 (May) 1947. (b) Stout, A. P.: Fibro 
sarcoma; The Malignant Tumor of Fibroblasts, Cancer 
1:80-68 (May) 1948. (c) Broders, A. C., Hargrave, R. L. 
and Meyerding, H. W.: Pathological Features of Soft 
Tissue Fibrosarcoma, Surg., Gynec., & Obst. 69:267-280 
(Sept.) 1989. (d) Burke, E, M.: Sarcoma of the Soft Tis- 
sues, Am. J. Cancer 85:284242 (Feb.) 1939. (e) Warren, 
S. and Sommer, G. N. J., Jr.: Fibrosarcoma of the Soft 
Parts, with Special Reference to Recurrence and Metas- 
tasis, Arch. Surg. 83:425-450 (Sept.) 1986. (f) Wilson, 
D. A.: Tumors of the Subcutaneous Tissue and Fascia, 
with Special Reference to Fibrosarcoma, Surg., Gynec., & 
Obst. 80:500-508 (May) 1945. 
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Case 3. A 19 year old white girl was admitted 
on September 6, 1946, because of aching pain just 
above the right knee for four months, and a mass 
which had been present for two weeks. Examination 
showed a mass measuring 8 by 10 cm. which was 
apparently fixed to the bone medially just above 
the right knee. The radiologist reported “periosteal 
and bony changes over the lower end of the femur 
thought to represent osteogenic malignancy.” Mid- 
thigh amputation was performed after biopsy. The 
final pathologic diagnosis was fibrosarcoma. She 
~e no recurrence when last seen in October, 


The last 2 patients represent that group 
of cases in which complete removal of the 
tumor and a safe margin of normal tissue 
would necessitate such extensive local exci- 
sion as to render the extremity useless. In- 
volvement of bone makes amputation man- 
datory. When a fibrosarcoma has invaded a 
large muscle group, bone, and major vessels 
or nerves, amputation well above the site of 
tumor offers the best chance for cure and for 
rehabilitation. Disarticulation at the 
shoulder joint is infrequently indicated, for 
if amputation at this level is necessary, it is 
probable that interscapulothoracic amputa- 
tion would offer a better chance of cure. 
Disarticulation at the hip joint, with or 
without radical groin dissection, is necessary 
when high thigh amputation does not give 
an adequate margin of safety”. 


Treatment. by interscapulothoracic and 
sacroiliac amputation 


Case 4. A white man, aged 50, was admitted on 
August 7, 1948, because of sharp, shooting pain in 
the left hand and a mass in posterior aspect of the 
left arm. These symptoms had been present for five 
weeks. The mass had grown rapidly, and wrist drop 
had developed. Examination showed a firm, smooth, 
non-tender mass, 5 by 8 cm., in the left triceps 
brachii; the extent of invasion through the long 
head could not be determined. Palsy of the radial 
nerve was present. Laboratory and roentgen studies 
were within normal limits. Punch biopsy showed a 
sarcoma, type undetermined. Interscapulothoracic 
amputation was performed (fig. 1), and the patient 
made an uneventful recovery. The tumor was fairly 
well encapsulated, but extended up the long head 
of the triceps. Microscopic studies showed rhabdo- 
myosarcoma. When last seen on November 4, 1948, 
the patient had no signs of recurrence. 


Case 5. A 50 year old white woman was ad- 
mitted to the Duke Hospital in October, 1947, be- 
cause of a mass which had been present in the left 
femoral triangle for one year. Nine weeks before 
admission the mass had rapidly increased from the 


2. Pack, G. T., MeNeer, G. and Coley, B. L.: Interscapulo- 
thoracic Amputation for Malignant Tumors of the Upper 
Extremity, Surg., Gynec., & Obst. 74:161-175 (Feb.) 1942. 

. (a) Pack, G. T. and Rekers, P. E.: The Management of 
Malignant Tumors in the Groin, Am. J. Surg. 56:545-565 
(June) 1942. (b) Pack, G. T. and Ehrlich, H. E.: Exartic- 
ulation of the Lower Extremities for Malignant Tumors, 
Ann. Surg. 124:1-47 (July) 1946. 


SARCOMA—POSTLETHWAIT AND BRADSHAW 


Fig. 1 (Case 4). Front and side views of pa- 
tient eight days after interscapulothoracic am- 
putation, showing fhe excellent healing which 
has occurred in this period. 


size of a walnut to that of a grapefruit. It was ex- 
cised by her physician, but rapidly recurred and 
regained its former size. Examination showed a firm 
mass, approximately 20 cm. in diameter, in the left 
femoral triangle, extending beneath but not above 
the left inguinal ligament. Except for a hemoglobin 
of 11 Gm., laboratory findings were not remarkable. 
Sections from the first excision showed fibrosarcoma. 
Amputation was performed by sacroiliac disarticu- 
lation (hemipelvectomy). The diagnosis of fibrosar- 
coma was confirmed. When the patient was last 
seen in August, 1948, she had had no recurrence. A 
letter in December, 1948, stated that she had re- 
mained well. 

The interscapulothoracic and_ sacroiliac 
amputations are radical procedures, but of- 
fer hope of cure to a number of patients who 
otherwise could not be helped. Invasion of 
the shoulder joint capsule, sarcoma involv- 
ing the shoulder girdle muscles, and tumors 
adherent to the brachial plexus and subcla- 
vian or axillary vessels require interscapulo- 
thoracic amputation. This amputation offers 
several advantages over shoulder joint disar- 
ticulation. The lymphatics and veins are re- 
moved at a much higher level, and the shoul- 
der muscles, with their natural fascial planes, 
are entirely removed. Not only is an axillary 
dissection done, but the axillary boundaries 
are actually removed. The wounds heal more 
satisfactorily, as there is little or no dead 
space to be filled in. The resulting deformity 
is greater, but not great enough to be a de- 
ciding factor. 
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Sacroiliac disarticulation may be required 
for primary bulky malignant tumors of the 
soft tissues of the upper thigh, groin, but- 
tock, pelvic parietes and iliac region, and as 
a palliative measure in large fungating, ul- 
cerated tumors to relieve pain and eliminate 
sepsis. 

In spite of the magnitude of these proce- 
dures, it has been shown in several series of 
cases that they can be carried out with a 
reasonable operative mortality. Pack, Ehr- 
lich, and Gentil reported 25 interscapulo- 
thoracic amputations with no operative 
deaths. The five year survival rate, based 
on 11 cases, was 45.5 per cent. Eight patients 
had had hemipelvectomy without an opera- 
tive death. Sugarbaker and Ackerman") col- 
lected 99 cases of hemipelvectomy. The post- 
operative mortality rate was 56 per cent 
prior to 1935, but only 14 per cent since 
that year. Follow-up data for one to five or 
more years in 45 patients showed 21 pa- 
tients clinically well and 24 dead of their 
disease. 


Treatment of retroperitoneal tumors 


Case 6. A white woman, aged 61, was admitted 
to the North Carolina Baptist Hospital on Septem- 
ber 20, 1945, because of a mass in the right upper 
quadrant of six months’ duration. This had been 
preceded for a year by episodes of dull, aching, 
right upper quadrant pain. Examination showed a 
large, slightly tender, firm, irregular mass distinct 
from the liver in the right upper quadrant of the 
abdomen. Radiographic studies showed displacement 
of the descending loop of the duodenum, of the 
hepatic flexure of the colon, and of the upper third 
of the right ureter. Laboratory examinations were 
negative except for secondary anemia. 

At operation the mass was found to be located 
retroperitoneally; it was well encapsulated, freely 
movable, and about 10 cm. in diameter. The mass 
was removed by sharp dissection without difficulty, 
although it was feared that a small portion of the 
tumor might have been left on the wall of the vena 
cava. The postoperative course was uneventful. 
Pathologic studies showed a fibrosarcoma, possibly 
of nerve sheath origin. Nothing to suggest recur- 
rence was found when the patient was last seen 
in January, 1949. 


Retroperitoneal tumors are not uncom- 
mon; they are frequently malignant, and 
their treatment is not very satisfactory. Don- 
nelly” has recently reported a series of 95 
primary retroperitoneal tumors, of which 
82 were malignant; 18 of these were fibro- 


4. Pack, G. T., Ehrlich, H. E. and Gentil, F.: Radical Ampu 
tations of the Extremities in the Treatment of Cancer, 
Surg., Gynec., & Obst. 84:1105-1116 (June) 1947. 

5. Sugarbaker, EB. D. and Ackerman, L. V.: Disarticulation 
of the Innominate Bone for Malignant Tumors of the 
Pelvic Parietes and Upper Thigh, Surg., Gynec., & Obst. 
Si:86-52 (July) 1945, 

6. Donnelly, B. A.: Primary Retroperitoneal Tumors, Sureg., 
Gynee., & Obst, 83:705-717 (Dee.) 1946, 
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sarcomas. Frank") collected 107 cases of re- 
troperitoneal tumors including 38 sarcomas, 
which he did not classify further. Of the 288 
cases of fibrosarcoma in Stout’s series‘, 
two were retroperitoneal. The treatment of 
choice is operative intervention, with as wide 
excision of the tumor as possible. Postopera- 
tive radiotherapy in both the resectable and 
non-resectable cases may be of value. 


Hemangioendothelial Sarcoma 


In comparison to the frequency of benign 
vascular tumors, the malignant variety are 
rare. The latter are widely distributed in the 
various organs and tissues, and range in size 
from a small pedunculated nodule to a large 
invasive mass. Generally, these tumors are 
soft, dark red, and slightly elevated. Heman- 
gioendothelial sarcomas have a tendency to 
bleed into themselves or onto the surface. 
Metastases are common, generally occurring 
by the blood stream, although occasionally 
to the lymph nodes. Response to roentgen 
therapy is poor, and recurrence after re- 
moval is frequent. Wide excision offers the 
best chance of cure. According to Stout, 
three groups of malignant vascular tumors 
are found, the most common being heman- 
gioendothelioma. The others are the heman- 
giopericytoma and Kaposi’s hemorrhagic 
sarcoma. 

Case 7. A 30 year old white man was admitted 
on July 4, 1948, because of a tumor which had been 
present in the right side of the chest for four 
years. The mass had been discovered on routine 
roentgen examination while he was in the army. 
Roentgenograms had been repeated every six to 
twelve months, and gradual enlargement of the tu- 
mor was evident. 

The physical examination was not remarkable, and 
the laboratory findings were normal. Roentgeno- 
grams of the chest (fig. 2) showed a localized, 
rounded, soft tissue mass about 7 cm. in diameter 
in the region of the second to fourth ribs in the 
axillary line on the right side. At operation, the 
tumor was found to be extrapleural, protruding 
between the third and fourth ribs. Block dissection 
was carried out, with the removal of at least 4 cm. 
of normal tissue completely around the tumor. The 
pathologic diagnosis was hemangioendothelioma. 
The patient’s postoperative course was uneventful, 
and when he was last seen on April 13, 1949, there 
was no evidence of recurrence. 


Liposarcoma 


Stout” has recently clarified several as- 
pects of liposarcoma in his very comprehen- 


7. Frank, R T.: Primary Retroperitoneal 
4:562-586 (Oct,) 1938, 

s. Stout, A. P.: Hemangio-endothelioma; A Tumor of Blood 
Vessels Featuring Vascular Endothelial Cells, Ann. Surg. 
118:445-464 (Sept.) 1943. 

. Stout, A. P.: Liposarcoma-—-The Malignant 
Lipoblasts, Ann, Surg, 119:86-107 (Jan.) 1944. 
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Fig. 2 (Case 7). Roentgenogram of the chest 


showing a mass on the right side which was 
found to be a hemangioendotheli 


sive paper on this subject. As is the case with 
vascular tumors, the benign lipoma is com- 
mon, whereas the liposarcoma is rare. The 
latter usually occurs in the older age groups. 
Liposarcomas arise most frequently in the 
retroperitoneal area, thigh, popliteal space, 
and gluteal region. These tumors may at- 
tain a huge size. The rate of growth is ex- 
tremely variable. Multicentric origin is not 
infrequent. 

The symptoms produced by the retroperi- 
toneal group of liposarcomas are frequently 
meager and may be due only to pressure from 
the mass. After the tumor has attained con- 
siderable size, fatigue, weight loss, anorexia, 
and wasting may be evident. The gross char- 
acteristics are also variable; they are gen- 
erally large, bulky, nodular masses which 
are apparently encapsulated and are always 
_ firmer than adipose tissue. 


Stout divides the liposarcomas into four 
groups histologically: (1) well differentiated 
myxoid, (2) poorly differentiated myxoid, 
(3) round cell or adenoid, and (4) mixed. 
Every effort must be made to excise these 
tumors, as the effectiveness of irradiation 
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is doubtful, although it may be used in the 
non-resectable cases. 


Case 8. This 30 year old white man was admitted 
to the Duke Hospital in March, 1947, because of a 
mass of two years’ duration just above the right 
knee. Two months earlier the mass had been par- 
tially removed by his local physician, and about 
this time a second mass appeared in the left lumbar 
region. 

Examination showed a firm, smooth mass about 
8 cm. in diameter in the left lumbar region above 
the sacroiliac joint. Medially, just above the right 
knee, was a firm, non-tender mass about 6 cm. in 
diameter. The laboratory and roentgen studies were 
all within normal limits. 

The tumor in the left lumbar region was removed, 
and after two unsuccessful attempts were made to 
remove the second mass, a mid-thigh amputation 
was done. The microscopic study of the two tumors 
showed liposarcoma. In April, 1948, a recurrence 
was excised from the lumbar region. He was well 
when last seen in October, 1948. A letter in Decem- 
ber, 1948, stated that there had been no change. 


Melanosarcoma 

The melanosarcomas or malignant mela- 
nomas constitute a group of tumors in which 
treatment is usually improper or inadequate, 
and the incidence of cure is consequently ex- 
tremely low. The use of an escharotic agent, 
the roentgen ray, electrodessication, or in- 
adequate excision is invariably followed by 
local recurrence, lymphatic invasion, or me- 
tastasis by way of the blood stream. Some- 
times it is thought that a lesion which re- 
curs after such inadequate therapy was orig- 
inally benign and has recurred as a malig- 
nant growth. Actually, the original lesion 
was in all probability malignant at the time 
of the first treatment. In some cases a con- 
siderable interval may elapse between the 
first treatment and the recurrence, but in 
other cases the outcome is rapidly fatal. Pack, 
Perzik and Scharnagel® have recently re- 
ported their experiences with 862 cases of 
malignant melanoma. This report included 
all patients seen, regardless of the stage of 
the disease. Of these 862 patients, 595 were 
available for a study of the five-year end re- 
sults. Only 9.7 per cent survived five years 
or more. This figure emphasizes the difficul- 
ties in the treatment of this lesion. 


Cases inadequately treated when first seen 


Case 9. A 31 year old white woman was seen at 
the North Carolina Baptist Hospital on May 10, 
1945. Five years earlier four small warts had been 
removed from her right arm with acid. No further 
symptoms were noted until three months before 
admission, when a mass appeared in the right axilla 
10, Pack, G. T., Perzik, S. L. and Scharnagel, I. M.: The 


Treatment of Malignant Melanoma —Report of 862 Cases, 
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and a small nodule on the right shoulder. Her local 
physician removed these growths. Nodules then ap- 
peared over the trunk, left arm, and left leg. 

Examination showed approximately twenty bluish, 
subcutaneous nodules located over the chest, abdo- 
men, back, left thigh, and arm. Two of the masses 
were removed for biopsy, which showed malignant 
melanoma. A review of the sections from the two 
masses removed three months earlier showed the 
same lesion. The patient was sent to her family 
physician for terminal care. 


This case is one in which there was a long 
latent period from the time of improper treat- 
ment of the primary lesion to the time of 
recurrence. The fact that metastasis occurred 
by way of the blood stream in addition to the 
lymphatic invasion was evidenced by the mul- 
tiple subcutaneous nodules. When the tumor 
did recur, involvement was so extensive that 
no hope of cure could be held. 


Case 10. A white woman, aged 54, was first ad- 
mitted on April 23, 1947, because of a mass which 
had been present in the neck for about three months. 
Ten months earlier, a mole on the left side of her 
neck had become dark and gradually enlarged. An 
ointment was applied, and in about one week the 
lesion disappeared. Shortly thereafter, however, a 
small nodule appeared just below the scar and grad- 
ually increased in size. 

Examination showed a smooth, non-tender mass, 
3 cm. in diameter, just above the left clavicle at the 
lateral border of the sternomastoid muscle and a 
smaller nodule at the angle of the jaw. No other 
lesions could be found. Laboratory examinations and 
roentgen studies were normal. A radical dissection 
of the neck was earried out. The pathologic study 
showed malignant melanoma metastatic to lymph 
nodes. 

The patient was readmitted in December, 1947, 
because of a nodule at the mid-point of the left cla- 
civle superiorly. Just before discharge a mass was 
noted in the right flank. In June, 1948, a small mass 
appeared on the anterior surface of the left thigh. 
Each lesion was removed as soon as it was discov- 
ered, and each showed malignant melanoma. Since 
that time, no new recurrences have appeared. She 
was last seen on April 7, 1949. 


This case illustrates the extensive seeding 
of tumor tissue which may occur, even though 
only one or two nodules of the metastatic 
tumor appear at the same time. Occasionally, 
if these patients are carefully followed, each 
small recurrence can be excised, so that the 
patient remains quite comfortable until vis- 
ceral metastases cause death. In this patient, 
as in the preceding case, the original lesion 
was improperly treated, apparently with a 
caustic ointment. 


Treatment by local excision 


Case 11. A 72 year old white woman was ad- 
mitted on July 23, 1943, because of a mole on her 
chin which, during a period of six months, had rap- 
idly increased in size and had ulcerated. Examina- 
tion showed a purplish-black papillomatous growth 
on the right side of the chin, with a base about 
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3 em. in diameter. No lymph nodes were palpable, 
and laboratory examinations were normal. The le- 
sion was excised with a wide margin. The patho- 
logic diagnosis was melanosarcoma. A letter from 
the patient in August, 1948, stated that she had 
remained perfectly well. 

In this instance, despite the fact that the 
lesion had attained considerable size, there 
had been no metastasis, so far as could be 
determined. Following wide local excision, 
there has been no recurrence to the present 
time. Actually, it was thought that this pa- 
tient was beyond hope of cure, and excision 
was performed as a palliative measure. Rad- 
ical neck dissection was not considered, even 
though no nodes were palpable and visceral 
metastasis was not evident. 

It has been repeatedly emphasized by those 
widely experienced in dealing with melano- 
sarcomas that wide local excision, not only 
of skin but also of fascia, when the patient 
is first seen offers the best chance of cure. 
Even in tiny lesions a wide area of normal 
skin must be removed, the excision extend- 
ing down to and including the deep fascia. 


Treatment by excision and dissection 
in continuity 


Case 12. A 42 year old white man was admitted 
to the Duke Hospital in March, 1947, because of a 
mole on his back which began to enlarge and to 
bleed occasionally three months before admission. 
During the last month he had noted a mass in the 
right axilla. Examination showed an elevated, gran- 
ular, weeping lesion, 3 cm. in diameter, in the right 
lumbar region; enlarged, firm right axillary lymph 
nodes; and one right inguinal node. A cord of in- 
durated tissue was palpable from the lesion to the 
right axilla (fig. 3). Accessory studies, including 
roentgen examinations, were all normal. 

Excision and dissection in continuity was carried 
out, with removal of the primary lesion together 
with a wide strip of skin, subcutaneous tissue, and 
fascia up to the right axilla, followed by axillary dis- 
section. Two weeks later a similar dissection was 
performed down to the right inguinal region, with 
excision of the inguinal nodes. Healing was aided 
by a split thickness graft. The pathologic examina- 
tion showed malignant melanoma with metastasis 
to axillary and inguinal lymph nodes. 

The patient was last seen in July, 1947, four 
months after operation, with multiple subcutaneous 
and cutaneous nodules over the right side of the 
trunk and in the right inguinal region. He was sent 
home for terminal care. 


It is obvious in retrospect that the lesion 
in this case was too far advanced for any 
type of therapy other than palliative. Wider 
excision might have improved the chances 
of cure, but this is a doubtful probability. 


Principles of treatment 
In the treatment of melanosarcoma the fol- 
lowing principles appear fairly well estab- 
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Fig. 3 (Case 12). Melanosarcoma on the right 
flank. The line painted with gentian violet rep- 
resents the palpable cord extending to the right 
axilla. 


lished. For the small, questionable lesion, 
wide excision is indicated. In the absence of 
enlarged lymph nodes, radical axillary or 
groin dissection to remove the primary lym- 
phatic basin is worth while, and should usu- 
ally be performed about six weeks after the 
primary procedure. When metastases to 
lymph nodes have already occurred, then ex- 
cision and dissection in continuity is indi- 
cated", This operation is based on the same 
principles as the radical mastectomy of Hal- 
sted and Willy Meyer, and the combined ab- 
domino-perineal resection of Miles. The pri- 
mary melanosarcoma and the lymphatic ba- 
sin, with the intervening skin, snbcutaneous 
tissue and lymphatic channels, are removed 
together. 

In certain lesions of the extremity where 
this operation cannot be performed and am- 
putation is not indicated (such as subungual 
melanoma) the digit is amputated, and ap- 
proximately fourteen days later the axillary 


11. Pack, G. T., Scharnagel, I. M. and Morfit, M.: The Prin- 
ciple of Excision and Dissection in Continuity for Primary 
— Metastatic Melanoma of the Skin, Surgery 17:849-866 
(June) 1945. 
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Fig. 4 (Case 13). Roentgenogram showing 
two metastatic nodules in the right lower lobe 
which were removed by lobectomy. 


or inguinal lymph node dissection is done. 
The circumstances requiring shoulder girdle 
amputation and sacroiliac disarticulation 
(hemipelvectomy) have been enumerated in 
the discussion of fibrosarcoma. Malignant 
melanomas about the shoulder, thigh, hip, 
and buttock may require one of these more 
radical procedures. If visceral metastases 
have occurred, then only palliative therapy 
is indicated. 


Pulmonary Resection for Solitary Metastases 


During the past few years, interest has 
increased in the utilization of lobectomy or 
pneumonectomy for the removal of solitary 
metastatic lesions. In 1946, Alexander and 
Haight” reported 24 such cases—5 from the 
literature, 13 from surgeons in various clin- 
ics, and 6 of their own. Effler and Blades"*) 
in 1948 found 2 more cases in the literature 
and added 3 of their own. One case has been 


i2. Alexander, J, and Haight, C.: Pulmonary Resection for 

Solitary Metastatic Sarcomas and Carcinomas, Univ. Hosp, 

Bull., Ann Arbor 12:117-118 (Dee.) 1946. 

and Blades, B.: Surgical Treatment of Solli- 

tary Lung Metastases, J. Thoracic Surg. 17:27-37 (Feb.) 
1948. 
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Summary of Reported Cases in Which Pulmonary Resection Has Been Performed for Solitary 


Barney & Churchill 


Sweet 
Alexander & Haight 


Alexander & Haight 


Alexander & Haight 
Alexander & Haight 
Alexander & Haight 


Alexander & Haight 
Raine 

Tinney & McDonald 
Brezina & Lindskog 
Blalock 

Blalock 

Denning & Lindskog 


Harrington 


Claggett 
Claggett 


Samson 

Flick 

Effler & Blades 
Effler & Blades 


Effler & Blades 
Carr 


Maier & Taylor 
Mallory 


Postlethwait & 
Bradshaw 
Postlethwait & 
Bradshaw 


Type of Primary Tumor 


Renal Cell Carcinoma 
Carcinoma of Mandible 
Sarcoma of Breast 
Carcinoma of Ovary 
Fibrosarcoma of Thoracic 
Wall 

Renal Cell Carcinoma 
Renal Cell Carcinoma 


Renal Cell Carcinoma 
Neurogenic Sarcoma, 
Ulnar Nerve 
Myogenic Sarcoma of 
Thigh 

Fibrosarcoma of Thigh 
Carcinoma of Rectum 
Spindle Cell Sarcoma 
of Leg 

Renal Cell Carcinoma 
Carcinoma of Sigmoid 
Renal Cell Carcinoma 
Carcinoma of Uterus 
Carcinoma of Rectum 
Carcinoma of Cecum 
Carcinoma of Bladder 
and Urethra 
Carcinomatous Teratoma 
of Testis 

Carcinoma of Rectum 
Chondrosarcoma of 
Os Caleis 

Carcinoma of Colon 
Liposarcoma of Thigh 
Malignant Synovioma 
Carcinoma of Colon 


Teratocarcinoma of 
Testis 

Osteogenic Sarcoma of 
Thigh 
Chorionepithelioma 
Adeno-acanthoma of 
Uterus 

Fibrosarcoma of 
Uterus 

Fibrosarcoma, Subcuta- 
_neous, of Anterior Chest 
Wall 


Metastases 


Time Elapsing Between 
Primary Excision and 


4 yrs., 1 mo. 


Appearance of Condition of Patient at Time of 
Metastases Report after Pulmonary Resection 
12 mos. Living and well 13 yrs. 

9 yrs. Died shortly after operation 

4 yrs. Living and well 7 yrs. 

10 yrs. Died one plus yr. 

2 yrs., 2 mos. Living and well 9 mos. 

3 wks. Living and well 15 mos. 

2 mos. Recurrence 18 mos.; date 
of death not known 

2 yrs. Living with recurrence 9 mos. 

18 mos. Living with recurrence 7 mos. 

19 mos. Living and well 4 yrs. 

2 yrs. Living and well 13 mos. 
4 yrs. Died 5 mos. 
4 mos. Living with recurrence 2 mos. 

5 yrs., 1 mo. Living and well 1 mo. 

9 mos. Died 9 mos. 
2 yrs. Living and well 4 yrs., 11 mos. 

13 yrs. Died 2 yrs. 

3 yrs., 7 mos. Living and well 3 yrs., 1 mo. 
3 yrs., 6 mos. Living and well 5 mos. 
8 yrs. Died 5 mos. 

11 mos. Died 2 yrs. 

4 yrs., 4 mos. Living with recurrence 8 mos. 
4 yrs., 3 mos. Living and well 1 mo. 

5 yrs., 1 mo. Living and well 1 mo, 

8 yrs. Living and well 6 mos. 

0 Living and well 17 mos. 

18 mos. Solitary metastasis in brain 
removed 6 mos. later. Living 
and well 7 mos. 

7 mos. Living with recurrence 7 mos. 


Died 10 mos. 


? Living and well 3 yrs. 

6 yrs. Living and well shortly 
after operation 

2 yrs. Died at operation 

7 yrs. Living with recurrence 3 yrs, 


6 mos. 


reported by Mallory"* and another by Maier 
and Taylor". Two patients have had pul- 
monary resection performed for metastatic 
lesions at the North Carolina Baptist Hospi- 
tal. These 33 cases are summarized briefly 
in table 1. 

The following statement by Alexander and 
Haight should remove any doubt as to the 


B.: Case Records of the Massachusetts Gen- 
New England J. Med. 254: 


Mallory, T. 
eral Hospital, Case 82251, 
839-843 (June 20) 1946, 
Maier, H. C. and Taylor, H. C., Jr.: Metastatic Chorion 
epithelioma of the Lung Treated by Lobectomy, Am, J. 
Obst, & Gynee, 53:674-677 (April) 1947. 


14, 


15. 


advisability of this procedure: “An operation 
performed to remove a metastatic neoplasm 
that is assumed to be a solitary one (because 
no other can be found at the time) is ob- 
viously a gamble. As there is some chance 
of success, and as failure to remove the le- 
sion surgically will result in the death of the 
patient, the operation needs no other justi- 
fication.” Actually, the number and dura- 
tion of apparent cures shown in table 1 pro- 
vide ample evidence to support this conten- 
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tion. At the time of reporting, 30.3 per cent 
of the 33 patients had died, 19.1 per cent 
were living with recurrence, and 51.5 per 
cent were living and well. Of the 33 patients, 
21.2 per cent had survived more than three 
years. 


Case 13. This 9 year old white girl was first 
admitted to the North Carolina Baptist Hospital on 
January 10, 1946, because of two asymptomatic chest 
tumors. At the age of 21 months (in March, 1938) 
the patient had been seen in another hospital, where 
a small tumor was removed from the left anterior 
axillary region and irradiation was given. The spec- 
imen was studied in several laboratories and was 
considered to be definitely malignant, a sarcoma in 
type, and possibly vascular in origin. The patient 
was carefully followed, and her growth and devel- 
opment proceeded normally until November, 1945, 
when a routine chest roentgenogram showed a nod- 
ular shadow in the right hilar region. 

Physical examination on admission here was com- 
pletely normal except for the scar of the previous 
operation. The laboratory findings were not re- 
markable. A roentgenogram of the chest (fig. 4) 
showed two rounded, circumscribed lesions in the 
right lung field—one adjacent to the hilar shadow, 
and a second smaller one in the peripheral portion 
of the right lower lobe just above the diaphragm. At 
operation, two tumor masses were found. One was 
located on the mediastinal border of the right lower 
lobe, somewhat anteriorly and within the visceral 
pleura. The other was located in the lower lobe 
posteriorly. Both were removed by a right lower 
lobectomy. The diagnosis of fibrosarcoma was made 
on microscopic study. 

In May and November, 1947, recurrences were 
removed from the right forearm. In April, 1949, an- 
other recurrence was partially excised from the in- 
terscapular area just medial to the right thoraco- 
tomy scar. All specimens showed fibrosarcoma. 


Case 14. A white woman, aged 65, was admitted 
on November 14, 1947, because of hemoptysis. In 
November, 1945, a hysterectomy had been performed 
because of lower abdominal pain which had _ per- 
sisted for several weeks. The pathologic diagnosis 
was fibrosarcoma of the uterus. The patient re- 
mained well until a month prior to admission, when 
she developed a cold with a cough productive of a 
small amount of bright red blood. 

Examination was not remarkable. A chest film 
showed an area of increased density in the left up- 
per lobe which was thought to represent a metasta- 
tic lesion. A left upper lobectomy was performed 
without difficulty, but at the conclusion of the pro- 
cedure shock developed. The wound was rapidly re- 
opened and the left pleural cavity was found to 
be filled with blood. The ligature had slipped off a 
branch of the pulmonary artery, and although this 
was quickly identified and clamped, the patient ex- 
pired. 

Microscopic studies showed the lesion of the left 
upper lobe to be fibrosarcoma. At autopsy one adren- 
al gland was found to contain a microscopic area 
of fibrosarcoma. No other tumor could be found, 


The unfortunate outcome in this patient 
leaves only conjecture as to what the result 
might have been otherwise; but it is appar- 
ent that the small focus in the adrenal might 
have remained asymptomatic for months 
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and possibly years. In the only other re- 
ported case in which a metastatic fibrosar- 
coma was removed by right lower lobecto- 
my"), the course to date has been satisfac- 
tory. 
Summary 

In cases of fibrosarcoma, hemangioendo- 
thelioma, liposarcoma and melanosarcoma, as 
well as other closely related malignant tu- 
mors of soft tissue, radical treatment must 
be employed when the lesion is first seen if 
a favorable result is to be expected. Local 
excision should extend well beyond the mar- 
gin of the tumor into normal tissue. Ampu- 
tation must be high enough to provide an 
adequate margin of safety. If the usual am- 
putation does not furnish this margin of 
safety, then interscapulothoracic or sacroil- 
iac amputation will be necessary. 

Melanosarcomas are special problems, and 
every effort should be made to remove both 
primary and metastatic lesions unless vis- 
ceral involvement becomes evident. Wide 
local excision and prophylactic dissection of 
lymph nodes should be performed in early 
cases. Later, amputation or excision and dis- 
section in continuity are needed, while occa- 
sionally the interscapulothoracic or sacro- 
iliac amputations must be employed. 


Although these procedures may appear un- 
necessarily extensive, it is only by such op- 
erations that complete removal of the malig- 
nant tumor can be effected and a cure thus 
obtained. The time for radical excision is 
when the patient is first seen, not after one 
or two recurrences have taken place. 

Occasionally a solitary metastatic lesion 
will be found in the lung. If the presence of 
other visceral metastases can be ruled out 
with reasonable certainty, then lobectomy 
should be performed. In view of the results 
obtained in the small series of reported cases, 
this procedure is amply justified. 

Cases 5, 8, and 12 were patients of the senior au- 
thor on the service of Dr. Deryl Hart, Duke Univer- 
sity School of Medicine, and are reported with his 
kind permission. 


Common sense.—Dr. Compton’s story of his sister 
in India is still apposite. Annoyed with the endless 
requests of the native electrician for instructions, 
she burst out, “Why don’t you use your common 
sense?” “Madam,” he replied with grave courtesy, 
“Common sense is a rare gift of God. I have only 
a technical education.”—R. W. Garard: Science and 
the Public, Science 106:23 (July 11) 1947. 
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THE ETIOLOGY AND TREATMENT OF 
ACRODYNIA 


With a Report of Seven Cases 
C. G. WATKINS, M.D. 
CHARLOTTE 


Acrodynia of childhood was first described 
in 1903 by Selter, who called it “trophoder- 
matosis.” In 1914 Swift of Australia de- 
scribed this disease as a distinct clinical en- 
tity under the name of “erythredema.’’) In 
1920 Bilderback of Oregon and Byfield of 
Iowa reported independently several cases 
of a syndrome of unknown etiology which 
they were unable to diagnose; from the de- 
scriptions given, these must have been the 
first cases of acrodynia reported in the 
United States. Dr. Weston, of Columbia, 
South Carolina, was the first to use the word 
“acrodynia” to designate this symptom com- 
plex, which he believed to be the same dis- 
ease as that which occurred in epidemic 
form in France between 1827 and 1829, at- 
tacking 40,000 to 50,000 adults. Bilderback®? 
does not believe that the two conditions are 
the same. 

The disease reported from France was 
known as epidemic erythema and was named 
“acrodynia” in 1830 by Chardon; it was 
characterized by an erythematous dermatitis 
which was most severe on the palms and 
soles, and was followed by pigmentation. 
Other symptoms were vomiting and diarrhea, 
occasionally paralysis of the legs, and ana- 
sarca. The disease affected primarily troops 
quartered in barracks, and lasted from two 
to three weeks. Petren, in Sweden, empha- 
sized the great probability that the famous 
epidemic was due to arsenic poisoning—ar- 
senic being used to destroy the parasites that 
attack the grapevines in the wine districts 
of France. In England, in 1900, an epidemic 
similar to the French epidemic occurred 
among drinkers of beer which was found to 
contain arsenic®, 

There have been more than 1,500 cases of 
childhood acrodynia reported, the majority 
of them from Australia, France, and North 

Kead before the Section on Pediatrics. Medical Society of 
the State of North Carolina, Pinehurst, May 10, 1949. 
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America”, The disease occurs commonly in 
the winter and spring, and in cold climates. 
It is a sporadic rather than epidemic disease. 
Most of the vatients come from farms or 
small towns. Recurrences are not frequent 
but have been reported in approximately 30 
cases, This disease usually affects infants 
under 14 months of age; cases have been re- 
ported in children as young as 6 weeks and as 
old as 13 years”). Because the incidence of 
acrodynia is highest in rural areas, the gen- 
eral practitioner is usually the first to see 
these patients. Sometimes, however, they are 
taken first to an ophthalmologist because of 
the presenting symptom of photophobia. 

The important clinical manifestations of 
acrodynia include irritability, insomnia, an- 
orexia, hyperhidrosis, a pink appearance of 
the hands and feet and a scarlet color of the 
tip of the nose and the cheeks, photophobia, 
inconstant skin rashes, alopecia, pain and 
itching of the extremities, hypotonia, occa- 
sional loss of teeth and nails, and hyperten- 
sion”), Reports on the neuropathology of 
acrodynia are conflicting and confusing“. 
The mortality in the past has been approxi- 
mately 3 per cent in cases treated at home, 
and approximately 30 per cent among those 
treated in the hospital. Symptoms usually 
subside in one to three months®?, 


Etiology 

Many possible causes of this disease have 
been suggested—among them, infection, vit- 
amin deficiency, photosensitivity, allergy, 
neurosis of the vegetative nervous system, 
ergotism or ustilaginism, neurotrophic virus 
disease, endocrine disturbance, post-influen- 
zal sequelae, and ingestion of toxic ma- 
terial®. Recently, metallic poisoning or hy- 
persensitivity to metals has been mentioned 
with increasing frequency. 

In 1933 Meyer and Weise? reported find- 
ing appreciable quantities of arsenic and 
lead in the blood and urine of a 4 year old 
patient suffering with acrodynia. Calvin and 
Taylor in 1935 reported a case in a 2 year 
old child who had previously had a severe at- 
tack of vomiting accompanied by diarrhea. 
Arsenic and lead were demonstrated in large 
amounts in home-grown, home-canned string 


. Zahorsky, J.: Recurrences of Acrodynia: Report of Case, 
Arch. Pediat. 60:488-487 (Sept.) 1943. 

. Anderson, K.: Acrodynia in a Thirteen-Year-Old Boy: 
Report of a Case, J. Pediat. 24:186-190 (Feb.) 1944. 

. Lubin, A. J. and Faber, H. K.: Nervous System in 
Acrodynia, J. Pediat. 18:515-526 (Oct.) 1938. 

. Calvin, C. V. and Taylor, C, C.: Acrodynia: Its Possible 
Cause, J. Pediat. 6:385-889 (March) 1935. 
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beans which had been sprayed with arsenate 
of lead. The patient’s hair and urine were 
found to contain arsenic in greater amounts 
than the hair and urine of a patient who had 
known arsenic poisoning. These authors ad- 
vanced the theory that acrodynia was the 
result of metallic poisoning acting on the 
vegetative nervous system in peculiarly sus- 
ceptible individuals. 

The first mention of mercury as a pos- 
sible etiologic agent in acrodynia is found 
in an article written by Dr. John Zahorsky® 
in 1922. The following statements were 
made: 

“Still greater significance must be attached to 
the morbid changes occasionally found in the gums, 
when the hard alveolar process becomes soft, the 
teeth loose in their sockets, and actually drop out 
one after the other, a phenomenon almost unknown 
in any other disease except poisoning from mercury 
or phosphorus.” 

“For a time I was rather inclined to view the 
hypothesis of mineral poisoning with favor. Several 
of my patients had been given large doses of calo- 
mel at the onset of the disease, and the swollen 
gums, loosened teeth, with salivation, gave support 
to this. However, cases were encountered in which 
no history of calomel administration could be elic- 
ited, and this drug as a possible cause was dis- 
missed.” 

In discussing the therapy of acrodynia, 
Zahorsky stated: “In two cases mercury was 
given, but the symptoms became aggra- 
vated.” Davison), in 1940, mentioned that 
acrodynia may be caused by the ingestion of 
toxic material—for example, lead, arsenic, 
or mercury. In 1945, Warkany and Hubbard 
demonstrated a large amount of mercury in 
the urine of a patient with acrodynia®. 
They subsequently performed mercury de- 
terminations on the urine in a total of 20 
cases of acrodynia; mercury was not found 
in the urine of 2 older children who had 
atypical cases of acrodynia, but was found 
in the other 18 cases, in amounts ranging 
from 1 to more than 400 micrograms per 
liter. Out of 48 controls, 40 had no mercury 
in the urine; in 8 controls the urine contained 
mercury in amounts ranging from 1 to 50 
micrograms per liter. Three out of 4 chil- 
dren without acrodynia, but with a history 
of ingesting mercury compounds, had urin- 
ary mercury levels ranging from 50 to 100 
micrograms per liter; in the fourth, the range 
s. Zahorsky, J.: Three Cases of Erythredema (Acrodynia) 

in Infants, M. Clinics N. America 6:97-105 (July) 1922. 
9. Davison, W. C.: The Compleat Pediatrician, ed, 8, Dur- 

ham, Duke University Press, 1940, p. 109, 

10. (a) Warkany, J.: Personal communications. (b) Warkany, 


J., and Hubbard, D. M.: Mercury in the Urine of Children 
with Acrodynia, Lancet 1:829-8830 (May 29) 1948, 
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was from 101 to 150 micrograms per liter. 

In 1948 Bivings and Lewis"™ reported 
one case of acrodynia in which mercury was 
demonstrated in the urine and in which an 
uneventful recovery followed the use of BAL 
(dimercaptopropanol) therapy. Two similar 
cases treated with BAL at the Saluda Hos- 
pital in Saluda, North Carolina, have also 
been reported, 

As evidence that acrodynia results from 
sensitivity to metals rather than an over- 
dose, Bivings"'*) pointed to the relative in- 
frequency of acrodynia in the South, where 
calomel was formerly considered to be the 
usual spring tonic. He mentioned teething 
powders as a probable source of mercury in 
cases of acrodynia. An article in the Lancet 
reported 10 cases of acrodynia in children 
who had had teething powders”, 

In 1949 Bivings"*) summarized 44 cases of 
acrodynia which had been reported in the 
literature and in personal communications. 
Cases 5 and 7 of the present series were in- 
cluded in this summary. Mercury was dem- 
onstrated in the urine of 28 out of 31 pa- 
tients on whom determinations were made. 
Twelve of the 13 patients whose urine was 
not examined for mercury had histories of 
ingesting teething powders. The main source 
of mercury in these 44 cases was teething 
powders; other sources were a diaper rinse 
containing bichloride of mercury in one case, 
and ammoniated mercury ointment in an- 
other. In the past ammoniated mercury oint- 
ment (5 per cent) has been advocated for 
the treatment of impetiginous areas which 
may develop in cases of acrodynia®”, 


Treatment 


In the past the primary aim of treatment 
has been to maintain nutrition. Large doses 
of vitamin B injected intramuscularly have 
been employed with varied results. Recently 
BAL therapy has apparently been success- 
ful in several cases of acrodynia where 
chronic mercury poisoning or sensitivity was 
suspected. The dose is 3-5 mg. of BAL per 
kilogram of body weight, given intramuscu- 


11. (a) Bivings, L. and Lewis, G.: Acrodynia: A New Treat- 
ment with BAL, J. Pediat. 82:63-65 (Jan.) 1948. (b) 
Elmore, S. E.: Ingestion of Mercury as a Probable Cause 
of Acrodynia ‘and Its Treatment with Dimercaptopropanol 
(BAL): Report of Two Cases, Pediatrics 1:648-647 (May) 
1948. (c) Bivings, L.: Round Table Discussion of Derma- 
tology, Dallas Meeting of American Academy of Pediatrics 
(December) 1947. 

. Pink Disease, Annotations. Lancet 1:644 > ril 24) — 

. Bivings, L.: Acrodynia: A Summary 
Reports and a Case Report of Calomel an J. Pediat. 
84:322-824 (March) 1949, 
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(Jan.) 1940. 


. 
| 
pas 
is 
| 
f 


190 


larly. The interval between injections is 
gradually lengthened after two or three days 
‘of therapy". A report of 15 cases in which 
BAL therapy has been employed states that 
there was prompt improvement or recovery 
in 11 cases, and slow improvement in 4 
cases"*), 


Case Reports 
The following case reports are presented 
to demonstrate sources of mercury and re- 
sults of BAL therapy in cases of acrodynia. 


Case 1 

A year old, white male infant from Kings Moun- 
tain was seen on April 19, 1946, with the chief com- 
plaints of photophobia, sweating, anorexia, and ir- 
ritability. These symptoms had been present for 
one month. Examination revealed marked photopho- 
bia, constricted pupils, irritability, and hyperhidro- 
sis; no dermatitis, abnormal] flushing, or elevation 
of blood pressure was noted. A diagnosis of acro- 
dynia was made and subsequently confirmed by Dr. 
D. Lesesne Smith, Sr. 

Correspondence with the mother in 1947 revealed 
that the photophobia continued for two months, and 
that the child remained ill for five to six months. 
Further correspondence in April, 1948, disclosed the 
fact that the mother had given one or two teething 
powders per week prior to the diagnosis of acro- 
dynia, and several powders during the remainder 
of his illness. 


Case 2 

This year old, white female infant, a patient of 
Dr. W. L. Venning, had a diaper rash during the 
first part of March, 1946. A bichloride of mercury 
rinse for the diapers was prescribed. The patient’s 
weight at this time was 19 pounds, 8 ounces. The 
child became extremely irritable during the middle 
of April, 1946. On May 10, 1946, an examination 
was performed because she had been crying ex- 
cessively day and night; no positive findings other 
than irritability were present. One week later she 
refused to walk, and began to have marked insom- 
nia, excessive perspiration, and pink fingers and 
toes. The patellar and Achilles tendon reflexes were 
found to be absent. 

A diagnosis of acrodynia was made, and the pa- 
tient was given vitamin B intramuscularly and 
orally, and a liver preparation intramuscularly. Dur- 
ing the next week her blood pressure was 140 sys- 
tolic, 80 diastolic, and relief from irritability was 
obtained only after 25 mg. of Demerol. She began 
to pull her hair and scratch her feet. A mild rash 
was associated with the hyperhidrosis. Desquamation 
of hands occurred on May 27, 1946. She continued to 
lose weight, but slept better and had a better ap- 
petite. By June 3, 1946, she was noted to be playful 
and laughing, although not receiving Demerol. Her 
weight had dropped to 17 pounds, 14 ounces. A re- 
currence of irritability occurred during the middle 
of June, 1946. The hands and feet were still pink, 
cold, and scaling on July 11, 1946. Thereafter she 
gained weight and has remained clinically well, al- 
though smaller in stature and weight than the 
average child. 

On being questioned in 1948, the mother stated 
that a few teething powders had been given to the 
infant when she was approximately 6 months of 
age. It is noteworthy that the mother had continued 
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to use the bichloride of mercury rinse for diapers 
and underwear intermittently for this child and 
also for a younger sibling. 


Case 3 

A white male infant 9 months of age was ad- 
mitted to the Charlotte Memorial Hospital on April 
5, 1947, with chief complaints of continuous crying 
for nine days, and restlessness, insomnia, photo- 
phobia, and anorexia of three months’ duration. In 
November and December of 1946 he had had otitis 
media associated with an upper respiratory infec- 
tion. He had continued to be intermittently irritable. 

Examination on admission showed mild conjunc- 
tival reddening, severe photophobia, a slight watery 
nasal discharge, mild injection of the right tympanic 
membrane, intermittent flushing of the skin on the 
feet and hands, and a blood pressure of 110 systolic, 
80 diastolic (while crying). A spinal fluid examin- 
ation was negative. The blood nonprotein nitrogen 
was 36 mg. per 100 cc. 

Repeated intramuscular injections of Solu-B pro- 
duced little improvement. Photophobia and irrita- 
bility continued for approximately one month after 
discharge. Further questioning of the mother in 
1948 elicited the fact that this patient had been 
given Moffett’s Teething Powders (Teethina, con- 
taining 1/18 grain of calomel per powder) during 
the period from December, 1946, until March, 1947. 


Case 4 

A 6 months old, white female infant from a 
rural section near Gastonia was brought to my 
office on April 22, 1947, with chief complaints of 
watery nasal discharge, excessive lacrimation, and 
photophobia so severe that she assumed an ostrich 
or salaam position in brightly lighted rooms or 
in sunlight. An ophthalmologist, Dr. Ruth Leonard, 
was consulted because of the photophobia, and a 
diagnosis of acrodynia was made. Examination re- 
vealed hyperhidrosis, irritability, photophobia, and 
a blood pressure of 70 systolic, 50 diastolic. The 
baby’s symptoms decreased gradually; much less 
rp and irritability were noted three weeks 
ater. 

In 1948, it was learned that the patient had 
received approximately thirty-six teething powders 
(C, “ Moffett) before and after acrodynia was diag- 
nosed. 


Case 5 

A 10 months old, white male infant from a rural 
community (Mt. Holly) was admitted to the Char- 
lotte Memorial Hospital on March 15, 1948, with 
the chief complaint of inability to open his eyes in 
sunlight for three weeks. Approximately four to 
five weeks prior to admission he had been given 
two or three Dr. Moffett’s Teething Powders. He 
became irritable and began to keep his eyes closed 
in a lighted room; one to two weeks later it was 
noted that he assumed an ostrich-like position when 
exposed to bright light. Excessive sweating and 
anorexia had also been noted during this time. 
Penicillin ophthalmic ointment was used without 
noticeable effect on the photophobia. The admin- 
istration of oral penicillin, begun on March 13, was 
also without effect. He was given pink powders 
containing % grain of calomel to the powder. On 
March 14, the mother noticed a rash on the face 
and reddening of the hands and feet; she commented 
to the father that the baby’s hands appeared 
“burnt.” 

On March 15 a local physician referred the in- 
fant to Dr. Ruth Leonard of Charlotte, who made a 
tentative diagnosis of acrodynia. Examination on 
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admission to the hospital revealed papules over 
the face and slight reddening of the tip of the 
nose; intermittent flushing of the palms and soles; 
extreme photophcbia; dullness of the right tym- 
panic membrane; dullness, redness, and fullness of 
the left tympanic membrane; and a systolic blood 
pressure (obtained by palpation) of 120. A blood 
count showed a hemoglobin of 10 Gm. (70 per cent), 
3,400,000 red blood cells, and 11,650 white blood 
cells, with 25 per cent segmented polymorphonu- 
clears, 4 per cent stab cells, 68 per cent lympho- 
cytes, and 3 per cent monocytes. The urine was neg- 
ative for albumin and sugar, and negative micro- 
scopically. Initial diagnoses were acute otitis media 
and the acrodynia syndrome. 

Intermittently the soles and palms were noted 
to be red, but constantly they felt cold and clammy. 
Penicillin (10,000 units every three hours) was 
administered intramuscularly for the first eight 
days; the acute otitis media subsided promptly. On 
March 17, it was noted that the baby rubbed his 
feet and hands together, and bit and mouthed his 
hands frequently. Irritability, photophobia, and an- 
orexia continued. He would scream when lights were 
turned on at night, or when shades were raised 
in the day. The eyelids had a reddened appearance, 
apparently as a result of being rubbed. 

On the evening of March 23, BAL therapy was 
started—25 mg. or % cc. (3 mg. per kilogram) 
every four hours for thirteen doses, then every six 
hours for eighteen doses, then every twelve hours 
for six doses (ending on April 2). On the night of 
March 24, the baby did not seem as irritable as 
previously, and did not wake up screaming when 
light was turned on. His appetite improved and he 
gained from 16 pounds on March 23, to 16 pounds, 
10% ounces on April 4. Photophobia decreased no- 
ticeably, although he still would duck his head 
down in a bright light. Thickening and tumefaction 
occurred at the sites of some of the BAL injections 
given during the last four or five days. No fluctu- 
ation could be demonstrated in these sites. 

A blood count made on April 3 (the day after 
BAL therapy was discontinued) revealed a hemo- 
globin of 12 Gm. (82 per cent), 4,350,000 red blood 
cells, and 15,450 white blood cells, with 32 per cent 
segmented polymorphonuclears, 2 per cent stab cells, 
2 per cent immature lymphocytes, 63 per cent lym- 
phocytes, and 1 per cent monocytes. On April 5 
Dr. Leonard instilled one drop of homatropine in 
each eye; flushing and fever followed, and no other 
drops were used. The patient was discharged on 
April 5, at which time he still had mild photopho- 
bia, but had a good appetite and was not irritable. 
Sweating did not seem excessive. By April 23 the 
photophobia had disappeared, and the masses at 
the sites of BAL injection were palpably smaller 
and less numerous. The baby weighed 18 pounds, 
4 ounces (with clothes). 

The mercury content of the urine) was de- 
termined by the Kettering Laboratory in Cincin- 
nati, with the following results: March 22 (prior 
to BAL therapy), 70 micrograms or 0.07 mg. per 
liter; April 4, 80 micrograms or 0.08 mg. per liter; 
April 23, 20 micrograms or 0.02 mg. per liter; April 
29, 35 micrograms or 0.035 mg. per liter. 


Case 6 

A 7% months old, white male infant (a patient 
of Dr. John Ashe) was admitted to the Presbyterian 
Hospital in Charlotte on May 10, 1948, with the 
chief complaints of irritability and failure to gain 
weight during the past six weeks. Two months pre- 
viously, the child had received three “teething” pow- 
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ders in two days. No other calomel had been given 
at any time. Beginning two weeks after administra- 
tion of the powders, the patient had become pro- 
gressively more irritable. At the time of admission 
he thrashed about constantly, beating his head on 
the mattress and sides of the crib, whining and 
crying, and sleeping very little at night. He had 
marked photophobia in sunlight. 

Examination revealed a whining, miserable infant 
who assumed a knee-chest position. The heart rate 
was rapid, and a slight systolic apical murmur was 
heard. The blood pressure was 180 systolic, 100 di- 
astolic. The hands and feet were intermittently cold 
and moist or dry and flushed. 

Inadvertently a large dose of BAL (200 mg. in- 
tramuscularly) was given initially; a reaction con- 
sisting of an atropine-like flushing lasted for ap- 
proximately one hour. Subsequently, he was given 
BAL in doses of 25 mg. intramuscularly every four 
hours for three days, every six hours for the next 
three days, and every twelve hours for three more 
days. After six days the irritability gradually sub- 
sided, the first smile being noted on the ninth hos- 
pital day. The blood pressure was 140 systolic, 85 
diastolic on the ninth day and 128 systolic, 80 
diastolic on the thirteenth day, at the time of dis- 
charge. He was greatly improved at this time, but 
was still slightly irritable and his hands and feet 
were still cold and moist. 


Case 7 

This white female infant, a patient of Dr. Robert 
A. Moore, was admitted to the Presbyterian Hos- 
pital in Charlotte, on June 12, 1948, at the age of 
10 months. The chief complaint was irritability. 
Approximately four months previously she had been 
given Moffett’s Teething Powders at the rate of two 
or three per day, until a total of twenty-three pow- 
ders had been given. IrritalMlity had increased over 
a five week period prior to admission. No photo- 
phobia or rash had been noted. Examination revealed 
an irritable child with moist hands and feet, and 
a blood pressure of 160 systolic, 116 diastolic; no 
photophobia or exanthem was noted. The urine mer- 
cury level on June 14 was 180 micrograms or 0.18 
mg. per liter, and on June 20 was 140 micrograms 
or 0.14 mg. per liter. 

Beginning on June 12, BAL was given in doses 
of 25 mg. every four hours for three days, then 
every six hours for two days, every twelve hours 
for two days, and once daily for the last day. On 
the fourth day of BAL therapy the irritability be- 
gan to subside, and the blood pressure fell to 138 
systolic, 75 diastolic. On the sixth day the hands 
and feet ceased to be moist, and the first smile was 
noted. The patient was discharged on June 19. 


Summary 

The history, etiology, and treatment of ac- 
rodynia have been discussed briefly. The 
biochemical mechanism by which mercury 
intoxication or hypersensitivity produces 
symptoms has not been discussed, because 
our present knowledge of this subject is too 
limited. 

Seven cases of acrodynia in which a source 
of mercury could be demonstrated are re- 
ported. The mercury content of the urine 
was determined in 2 cases, and appreciable 
quantities of mercury were found in both. 
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Teething powders had been ingested by all 
7 patients; however, diapers rinsed in a so- 
lution containing bichloride of mercury were 
the primary source of mercury in one of 
these cases. BAL therapy was successfully 
employed in the last 3 patients, including 
the two whose urine was shown to contain 
mercury. 
Discussion 

Dr. Samuel F, Ravenel (Greensboro): Acrodynia 
is relatively uncommon, but it can cause a lot of 
trouble. My recent experience with acrodynia has 
been limited to 3 patients. One was my brother’s 
child. He called me and said that his child had 
been “running crazy” for a month, and gave me 
most of the classic symptoms of acrodynia. A large 
amount of mercury was found in the urine, and it 
was learned that ammoniated mercury ointment had 
been used for eczema for several months. The oint- 
ment was discontinued, and the child was treated 
with BAL. Improvement was dramatic, and in a 
little more than two weeks the child was relatively 
normal. In my past experience recovery from acro- 
dynia required from two to five months. 

In the other two cases I have seen, the source 
of mercury was apparently teething powders. Both 
of these infants had increased quantities of mer- 
cury in the urine. 

I believe that BAL is a valuable addition to the 
therapy of a disease that has been exceedingly 
troublesome. In at least some cases the cause must 
be metallic poisoning or sensitivity. 

Dr. Frank Howard Richardson (Black Mountain): 
I wonder why it is that acrodynia is apparently so 
much commoner now than in the old days when 
calomel was given so freely. 

Question: Were any reactions noted from BAL 
therapy? 

Dr. Watkins: The only reaction that we have 
had to BAL (except that described in case 6 fol- 
lowing a large dose of BAL) was a local swelling 
at the sites of injection. That was fairly common, 
but disappeared in a few weeks. 

Dr. Ravenel says that this is an uncommon disease. 
I am sure that it must be so, but I saw four patients 
with this disease in the first two years of my prac- 
tice. I believe that this disease is probably more 
common than it is thought to be, but that it is fre- 
quently seen in a mild form. It may be that in some 
cases irritability is the only outstanding symptom. 


Physiologic changes in anxiety.—Along with the 
psychologic manifestations of anxiety, physiologic 
concomitants may appear. These physical disturb- 
ances are chiefly, but not exclusively, in the func- 
tions of the autonomic and endocrine systems. Often 
the physical and laboratory examinations reveal di- 
lated pupils, cold, wet hands, excessive axillary 
sweating, increased tendon reflexes and a low basal 
metabolic rate. This interrelation between anxiety 
and the above-mentioned systems is the basis for 
some extremely interesting and important specula- 
tions. These concern the possible effectiveness of 
long-continued anxiety in the causation of such con- 
ditions as essential hypertension, ulcerative and 
mucous colitis, hyperthyroidism, asthma, peptic 
ulcer, and certain of the so-called neurogenic derm- 
atoses.—Melvin W. Thorner: Psychiatry in General 
Practice, Philadelphia, W. B. Saunders Co., 1948, 
p. 292, 
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FRACTURES OF THE LOWER END OF 
THE HUMERUS IN CHILDREN 


R. BEVERLY RANEY, M.D. 
DURHAM 


Supracondylar, condylar and epicondylar 
fractures of the humerus are common in- 
juries in childhood. As a rule they can be 
easily diagnosed on the basis of the clinical 
and roentgenographic findings. The basic 
principles of their treatment are firmly es- 
tablished and should be well understood. 
When these principles are followed, the ther- 
apeutic results, particularly as regards func- 
tion, should be satisfactory. Nevertheless, 
every doctor who treats these fractures fre- 
quently encounters difficult cases with se- 
rious potentialities for permanent disfigure- 
ment and disability. To achieve successful 
results in such cases, the surgeon must an- 
alyze the injury accurately and utilize every 
therapeutic resource at his command. 

Within the past decade a number of use- 
ful techniques for dealing with fractures of 
the lower end of the humerus and their com- 
plications have been described. Most of these 
methods are not new in principle; they have 
been applied in new ways, however, and 
their usefulness has been re-emphasized. The 
addition of these techniques to the armamen- 
tarium of the surgeon, and their judicious 
use in appropriate cases, can do much to 
reduce the number of poor results. 


Supracondylar and Transcondylar Fractures 

An obvious complication of these injuries, 
still seen too frequently, is displacement of 
the distal fragment resulting from failure 
to immobilize the elbow in plaster. After the 
fracture has been reduced by traction and 
digital pressure, swelling may prevent ade- 
quate flexion of the elbow; it is then im- 
possible to lock the fragments with suffi- 
cient stability to prevent recurrence of the 
displacement unless a posterior plaster splint 
or cast is used. 

A satisfactory method of treatment is to 
follow prompt, gentle, accurate reduction un- 
der general anesthesia with efficient fixa- 
tion in plaster, the elbow being held at an 
angle of about 45 degrees. If, after reduc- 
: ‘From the Orthopaedic Division of the Department of Sureg- 
ery, Duke University School of Medicine, Durham, North 


Carolina, 


Read before the Section on Surgery, Medical Society of 
the State of North Carolina, Pinehurst, May 11, 1949. 
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tion, the elbow cannot be flexed sufficiently 
without endangering the circulation, a cast 
may be applied with the elbow in a less 
flexed position. After a few days, when the 
antecubital swelling has subsided, another 
cast may be applied with the elbow in a posi- 
tion of more acute flexion. Extreme flexion 
of the elbow, however, is unnecessary and 
dangerous. 

After application of the plaster dressing, 
a neck-wrist sling, which assists in main- 
taining the flexion, is preferable to the wide 
triangular sling. The fit of the cast and the 
position of the extremity in the cast should 
be observed frequently during the first three 
weeks after the injury. Too often subsidence 
of edema and early muscular atrophy allow 
loss of elbow flexion in the cast and lead to 
a recurrence of the displacement. 

To prevent medial displacement and in- 
ternal rotation of the distal fragment, which 
would result in a varus or gunstock deform- 
ity, extension of the cast to include the chest 
and maintain the extremity in external ro- 
tation has been advised. Such fixation pro- 
vides efficient immobilization; however, in- 


clusion of the chest is usually unnecessary 
if the elbow is sufficiently flexed and if a 
snug fit of the posterior portion of the arm 
cast is secured and maintained carefully un- 
til bony consolidation has begun. 


Volkmann's Ischemic Paralysis 

A less common but vastly more serious 
complication is Volkmann’s ischemic paraly- 
sis. In supracondylar fractures, posterior 
displacement of the distal fragment stretches 
the brachial artery across the fracture site 
and may result in its contusion, laceration, 
or complete division. Swelling beneath a cast 
which is too tight can obstruct arterial flow 
and cause ischemia, but this is by no means 
the usual cause of Volkmann’s paralysis. 
Flexion of the elbow without preliminary 
correction of the backward displacement of 
the distal fragment may compress the ar- 
tery, but such compression will not occur 
if the fracture is properly reduced. The 
pathogenesis of Volkmann’s paralysis has 
been much debated, and only recently has 
to some extent been clarified. The hypo- 
thesis that venous obstruction is the chief 
cause has been superseded among many ob- 
servers by the belief that the ischemia re- 
sults from segmental spasm of the brachial 
artery, together with reflex spasm of the 
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collateral arterial channels. A visible lesion 
of the artery may or may not be present. As 
Griffiths” and Foisie® have pointed out, ex- 
ploratory operations in early cases of ¥plk- 
mann’s paralysis have demonstrated strong 
pulsations in the brachial artery at a level 
several centimeters above its bifurcation, 
while the artery below this level is narrowed 
and resembles a piece of string. The upper 
ends of the radial and ulnar arteries are 
similarly contracted. 

In 1939 Dunlop” reported his experience 
with the treatment of transcondylar frac- 
tures by traction rather than immediate 
manipulation. He used suspension and lateral 
traction applied to the skin of the forearm, 
together with elevation of the side of the bed, 
a binder about the child’s body to hold him 
in the proper position in bed, and in some 
instances a counter-weight applied by means 
of a sling over the upper arm. By proper ad- 
justment of the traction, controlled by roent- 
genograms, and through the molding action 
of the tense muscles, Dunlop obtained excel- 
lent reduction within a day or two. After 
the roentgenograms showed sufficient callus, 
he was able to apply a posterior plaster splint 
and sling without manipulation of the frag- 
ments. 

In recent years we have frequently used 
traction as the primary treatment of supra- 
condylar fractures. It has been helpful to 
begin with elevation of the entire extremity, 
with the elbow only slightly flexed; as the 
edema and the displacement decrease, trac- 
tion strips are added to the upper arm, and 
the elbow is brought to a position of right- 
angle flexion. Use of the weighted sling over 
the anterior aspect of the arm is considered 
hazardous, as it may interfere with the cir- 
culation; the sling is added only when it is 
essential to reduction, and is observed with 
great care. After several days of traction, 
most cases have required gentle manipula- 
tion under anesthesia, consisting of a for- 
ward push of the distal fragment, to com- 
plete the reduction before a cast is applied 
(fig. 1). 

The treatment of supracondylar fractures 
by traction rather than by immediate man- 
ipulation is uneconomical, since it requires 
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Fig. 1. 
A. On admission two hours after injury. 
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Severely displaced supracondylar fracture. 


B. After twenty-four hours of traction. 


C. After manipulation six days following application of traction. 


hospitalization for a week or more. In diffi- 
cult or dangerous cases, however, particu- 
larly when ischemia of the forearm and hand 
appears to be impending, traction is defi- 
nitely indicated. It is the only means of af- 
fording constant elevation, constant correc- 
tive mechanical forces, and unimpeded ob- 
servation of the circulation. Its use in se- 
lected cases is an invaluable adjunct. 

Skeletal traction by means of a Kirschner 
wire through the olecranon process has its 
advocates, but is rarely needed. The appli- 
cation of cold packs to the suspended elbow 
may be helpful. 

In addition to the substitution of traction 
for manual reduction, other conservative 
measures for improving the circulation may 
be of great benefit. The reflex vasospasm 
may be relieved by intravenous or oral ad- 
ministration of sympathicolytic drugs such 
as Priscoline, or by the use of ganglionic 
blocking agents such as Etamon. Injection 
of the stellate ganglion with procaine is of 


great value. By such means surgical inter- 
vention may be avoided in many incipient 
cases of Volkmann’s paralysis. 

When the ischemia is more advanced, or 
when non-surgical measures have proved in- 
adequate, operation is indicated. The radial 
pulse may return after incision of the deep 
fascia. Exposure of the arteries is usually 
indicated, however, in order that any ob- 
struction may be identified and relieved. If 
this fails to restore the radial pulse, or if a 
localized lesion of the arterial wall is pres- 
ent, prompt return of adequate collateral cir- 
culation to the hand may follow excision of 
the injured vascular segment between liga- 
tures. During operation great care must be 
taken to preserve the collateral vessels. 

Supracondylar fractures with forward dis- 
placement of the distal fragment are uncom- 
mon. They should be reduced manually and 
immobilized in a plaster cast in the position 
of greatest stability. Complete extension of 
the elbow is frequently necessary. 


Fig. 2. Displaced fracture of the lateral condyle. 
A. On admission. 
B. On removal of the cast five weeks after open reduction and fixation by suture. 
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Condylar Fractures 

Fractures of either condyle of the hum- 
erus, when slightly displaced, can often be 
treated satisfactorily by closed reduction and 
the application of a cast. If the medial con- 
dylar fragment is large, the fragment and 
the forearm may slip medially and proxi- 
mally unless traction or internal fixation is 
used. The lateral condyle frequently becomes 
so rotated by the origin of the extensor mus- 
cles that its fractured surface tends to face 
laterally (fig 2.). When this occurs, the 
treatment of choice is prompt open reduction 
and internal fixation. The disastrous ef- 
fects of non-union of the lateral condyle are 
too well known; they include deformity of 
the elbow, instability, and late ulnar palsy. 

When open reduction of a fracture of the 
lower end of the humerus becomes necessary, 
the problem of internal fixation is some- 
times difficult. The fragments are small and 
unstable; to prevent ischemic necrosis, their 
soft tissue attachments must be disturbed 
as little as possible. In many instances, su- 
ture of the soft tissues will provide adequate 
fixation. Miller® treats certain comminuted 
fractures in adults by internal fixation with 
Kirschner wires; they are inserted without 
open exposure while skeletal traction is 
maintained, and later are removed. Far su- 
perior to nails or screws for internal fixa- 
tion after open reduction are the threaded 
Kirschner wires advocated by McCarroll 
(fig. 3) ; they are cut off flush with the bone 
at any desired length, do not perforate the 
skin or require removal, and afford a maxi- 
mum of fixation with a minimum of foreign 
material. 

Epicondylar Fractures 

Fracture of the small lateral epicondyle 
or separation of its epiphysis is not a serious 
injury. In fracture of the medial epicondyle, 
however, the displacement may be great, and 
the fragment may even be pulled into the 
elbow joint by the ruptured medial ligament 
while the joint is momentarily opened at the 
instant of injury. The ulnar nerve may be 
constricted by the displaced soft tissues, 
with the production of ulnar paralysis. Open 
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reduction is usually neces- 
sary, the epicondyle being 
fixed in its normal position 
by sutures in the soft tis- 
sues, and the ulnar nerve 
being transposed anterior- 
ly if it has been trauma- 
tized. 
After-Treatment 

The elbow, particularly 
in children, is a delicate 
joint which usually re- 
sponds to forceful manipu- 
lation by stiffening. More- 
over, passive stretching 
tends to aggravate any 
tendency to traumatic my- 
ositis ossificans which may 
be present. For these rea- 
sons, early passive stretch- 
ing, and in much greater 
degree early manipulation under anesthesia 
are contraindicated in the after-treatment 
of elbow injuries. This principle, advocated 
by Sir Robert Jones, has been recognized 
for many years but too often has been ig- 
nored. The temptation to force a contracted 
elbow joint is strong; yielding to it, how- 
ever, can only result in increased stiffening. 

The best means of restoring normal mo- 
bility to the elbow is active motion only. 
The child should be taught gentle active flex- 
ion and extension exercises, and all passive 
stretching should be prohibited. After mo- 
bilization has been started, a piece of elastic 
rope or rubber tubing may be used to facili- 
tate active extension exercise of the elbow 
(fig. 4). 


Fig. 3. Threaded 
Kirschner wire 
used for fixation 
of a fracture of 
the lateral con- 
dyle. 


Malunited Fractures 

When a supracondylar fracture of the 
humerus has united in malposition, the ex- 
tremity is deformed and disabled. Correction 
can be obtained by osteotomy’. Accurate, 
reliable fixation of the small distal fragment, 
however, is often difficult to accomplish. 
This problem can be greatly simplified by 
the use of a technique which Moore de- 


scribed in 1947 and termed osteotomy-osteo- 
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24, 1904, 

8. Shands, A. R., Jr.: 
End of the Humerus, Am. J. Surg. 

9. Moore, J. R.: Osteotomy-Osteoclasis: A Method for Cor- 
recting Long-Bone Deformities, J. Bone & Joint Surg. 29: 
119-129 (Jan.) 1947. 


Malunited Fractures of the Lower 
36 :679-698 (June) 1937. 


195 
| 
] 
| 


NORTH CAROLINA MEDICAL JOURNAL 


Fig. 4. Active extension exercise of the right 
elbow, obtained by use of rubber tubing. 


Fig. 5. Correction of varus deformity by osteo- 
tomy-osteoclasis. 

A. Gunstock deformity from malunion of a 
supracondylar fracture. 

B. After wedge osteotomy and filling of the 
defect with bone chips. 

C. After delayed osteoclasis at the level of 
the osteotomy. 


clasis (fig. 5). The humerus is partially sec- 
tioned by the removal of a triangular wedge 
from its convex side, and the defect is filled 
with small bone fragments obtained from 
the wedge; postoperatively a cast is applied. 
Two to three weeks later the weakened bone 
is fractured manually, and the corrected po- 
sition is secured and maintained by a cast. 
This two-stage technique lessens the hazards, 
the trauma, and the postoperative swelling 
associated with osteotomy, and ensures ac- 
curate estimation and control of the desired 
angulation. 
Summary 

Certain pitfalls in the treatment of frac- 
tures of the lower end of the humerus in 
children have been enumerated, and several 
methods of avoiding them have been dis- 
cussed. 
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MOLD ARTHROPLASTY OF THE HIP 


HARRY WINKLER, M.D. 
CHARLOTTE 


The painful hip, the hip with limited joint 
function, or the hip which is both painful 
and limited in motion has been a difficult 
problem heretofore in orthopedic surgery. 
In the days before antibiotics, blood trans- 
fusions, and improved surgical techniques, 
attempts at arthroplasty, employing some 
type of interposing membrane such as fascia 
lata, were heroic procedures, and the mor- 
tality was quite high. The results left much 
to be desired. Pain frequently remained and 
hip joint function, if the patient survived 
the surgical procedure, continued to be mark- 
edly impaired. Probably the greatest success 
with this type of operation was obtained by 
the late Willis Campbell of Memphis, Ten- 
nessee, and the late William S. Baer”) of 
Johns Hopkins University. Even their best 
results, some of which I have had an oppor- 
tunity to see, were still far from satisfac- 
tory. 

Development of Mold Arthroplasty 

Many surgeons have felt in the past that 
the best method of treating these painful, 
disorganized hips was by fusion or arthro- 
desis, which sacrificed joint function in or- 
der to provide relief from pain. Dr. Smith- 
Petersen of Boston, who first developed 
an adequate approach to the hip joint and 
who later conceived the idea of a mold arthro- 
plasty, is responsible for the concept of re- 
constructing a movable, painless hip joint. 
At first he used glass cups, which were found 
to be too fragile. Later he employed Bake- 
lite cups, and now he uses Vitallium cups. 

Smith-Petersen has reported on more than 
500 such operations performed at the Mas- 
sachusetts General Hospital. While not all 
such arthroplasties are successful and revis- 
ions are occasionally necessary, this is a 
procedure which offers hope to a group of 
patients who have been considered in the 
past with extreme pessimism. 

The improvements in surgical technique, 
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Fig. 1 (Miss I. M.). This patient sustained 
a fracture of the hip on May 19, 1946. Aseptic 
necrosis of the hip, evident in the above pic- 
ture, developed. Arthroplasty was performed on 
August 12, 1948, 


the use of blood transfusions, and the de- 
velopment of antibiotics have all contrib- 
uted to making the procedure relatively safe. 
Increasing refinements in technique have 
improved the range of motion and practi- 
cally eliminated the pain. 


Indications 

The conditions which we have considered 
as indications for this procedure are: 

1. Malum coxae senilis, with multiple os- 
teoarthritic changes. 

2. Arthritic changes following trauma or 
with aseptic necrosis of the head, such as 
is seen following traumatic dislocation of 
the hip. 

3. The ankylosed or partially ankylosed 
hip seen in rheumatoid arthritis or in chron- 
ic Marie-Striimpell spondylitis. There is 
some difference of opinion as to the optimum 
time for performing mold arthroplasty in 
such cases, particularly in the early rheuma- 
toid types. Walter Bauer of Boston has felt 
that the disease should be fairly inactive be- 
fore operative intervention is undertaken. 
We feel, however, that surgery is indicated 
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Fig. 2 (Miss I. M.). Roentgenogram made 
on April 5, 1949, showing mold arthroplasty. 
The patient still limps, but function of the hip 
is excellent and is steadily improving. She stil! 
has a little bain, which is gradually decreas- 


ing. 


as soon as pain is severe and joint function 
sufficiently limited. Once the joint becomes 
ankylosed, soft tissue structures become atro- 
phic and lose their function; and even though 
the hip joint may be reconstructed, it is dif- 
ficult to restore soft tissue function and mus- 
cle use to normalcy. When operation is per- 
formed early, we feel that function is still 
present and can be preserved. 

4, Ankylosis or arthritis of the hip fol- 
lowing other types of infection, such as osteo- 
myelitis. 

5. Aseptic necrosis of the head of the fe- 
mur following fracture of the neck. 

6. Old congenital dislocation of the head 
of the femur. 

7. Old arthritis of the hip joint following 
a slipped upper femoral epiphysis. 

8. Old Legg-Perthes’ disease with deform- 
ity of the head, which has become painful. 


Technique of Operation 
The hip joint is approached through an 
anterior femoral incision designed by Smith- 
Petersen. The crest of the ilium is exposed, 
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Fig. 3 (Mrs. L. G. C.). This patient sus- 
tained a fracture of the neck of the left femur 
on August 6, 1945. A Smith-Petersen nail was 
introduced and aseptic necrosis of the hip de- 
veloped, with the nail impinging on the outer 
aspect of the acetabulum. The nail was re- 
moved and mold arthroplasty was performed on 
May 24, 1948. 


Fig. 5 (Mr. C. M. L.). Roentgenogram made 
on April 6, 1945. The patient had had a chronic 
Marie-Striimpell spondylitis with ankylosis of 
both hips and flexion deformities of both knees. 
Mold arthroplasty of the right hip was per- 
formed on April 26, 1946, and mold arthroplasty 
of the left hip on June 19, 1946. 


Fig. 4 (Mrs. L. G. C.). Roentgenogram made 
on August 14, 1948, showing mold arthroplasty. 
The patient has excellent function and is well 
pleased with the result. 


Fig. 6 (Mr. C. M. L.). Roentgenogram made 
on October 7, 1946, showing mold arthroplasty 
of the hips. The patient is up and about, walk- 
ing with the aid of a cane, and gainfully em- 
ployed. Motion in the hip joints is limited, but 
he is quite pleased with his result. 
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Fig. 7 (Miss D. V. L.). Roentgenogram 
showing old chronic osteomyelitis of both hips. 
There was marked pelvic obliquity and an ap- 
parent shortening of 54 inches. Mold arthro- 
plasty was performed on the right hip on Au- 
gust 19, 1948. Osteotomy of the left hip was 
done on September 16, 1948. 


and following subperiosteal dissection both 
medially and laterally from the anterior su- 
perior spine downward, all of the structures 
are dissected off down to the capsule of the 
joint. The entire acetabulum can be exposed, 
including its intrapelvic protrusion. After 
resection of the capsule, particularly its an- 
terior portion, the entire anterior margin of 
the acetabulum is resected. The hip can be 
dislocated without much difficulty unless it 
is ankylosed. If it is ankylosed, it becomes 
necessary to cut the hip from the acetabu- 
lum. If the old line of cleavage can be found, 
special curved gouges, which have been de- 
veloped by Smith-Petersen, facilitate the cut- 
ting out and shaping of the head. When this 
has been accomplished, the head can then 
be dislocated. 

The head is carefully rounded with a spe- 
cially designed reamer, and the acetabulum 
is similarly reamed out to conform to the 
head. All osteophytes and excessive bone are 
chiseled away. The posterior acetabulum is 
examined and cut away so that it does not 
impinge on the neck. Any exuberant or ex- 
cessive capsule is also removed. A suitable 
Vitallium cup is then applied to the head, 
and should move freely on the head. It should 
also fit the acetabulum well. When the cup 
has been fitted properly, reduction of the 
cup and head into the acetabulum is done. 
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Fig. 8 (Miss D. V. L.). Roentgenogram made 
on February 5, 1949, showing the mold arthro- 
plasty and the osteotomy. The patient still has 
about an inch difference in the length of her 
legs, but walks with the aid of a cane and is 
quite pleased with the arthroplasty on the right. 
She requests that one be performed on the left. 


We try to have free movement between the 
head and the Vitallium cup, and between the 
cup and the acetabulum. The closure is sim- 
ple and along anatomic planes, the anterior 
superior spine usually being removed to fa- 
cilitate the closure. 


Postoperative Care 

Postoperatively these patients are usually 
fairly comfortable. They are placed in Buck’s 
extension and traction until the operative 
wound is healed (about ten days), and then 
are started on exercises to restore joint mo- 
tion. Skating (a roller skate is attached to 
the foot, and abduction and adduction exer- 
cises are performed on a board laid on the 
bed), flexion and extension exercises such 
as walking up steps and riding a bicycle, and 
other exercises are continued until maximum 
joint function is obtained. In some of these 
cases motion will always be limited, but 
every attempt should be made to restore a 
maximum degree of function by means of 
exercises. 

Results 

We have performed mold arthroplasty of 
the hip in 20 cases; in 5 of these the opera- 
tion was done bilaterally. We have had one 
death due to anesthesia and one postopera- 
tive infection, which is now healed. We be- 
lieve that 3 of our early cases may require 
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revision later. Many of these patients are 
back at a normal occupation: one drives a 
bus daily; another is working in a textile 
mill; one formerly bedridden patient with 
old Marie-Striimpell spondylitis, whose hips 
were originally ankylosed in flexion and who 
has a fibrous ankylosis of the knees, is now 
a clerk and walks about with a cane. Recent- 
ly operations were performed on 2 patients 
with complete ankylosis of the hips, who 
were confined to the house; they are now 
getting about with the aid of canes and are 
increasing their activities. 


Conclusion 

We feel that mold arthroplasty of the hip 
is an excellent procedure for selected cases. 
It requires meticulous surgery and careful 
after-care, with adequate physiotherapy di- 
rected toward restoring maximum joint func- 
tion. With reasonable safeguards one can 
expect to offer a patient relief from pain, 
improvement in joint function, and better 
posture. 


NEUROPSYCHIATRY IN PRIVATE 
PRACTICE 


RoBERT L. GARRARD, M.D. 
GREENSBORO 


Psychiatry has the widest horizon of all 
specialties, and at present is enjoying its 
greatest popularity. Psychiatry provides 
wider ramifications into the community than 
any other specialty. It is generally conceded 
that only a special type of person becomes 
a psychiatrist, and that certain features dis- 
tinguish this group of physicians. Moore 
enumerates the factors which enter into the 
make-up of psychiatrists as follows: 

1. Special emotional conditioning during 
youth 

2. Definite personality or adjustment 
problems in the individual himself 

3. A special attitude described as “being 
psychologically minded” 

4. A desire to help people and to be 
helped. 

A psychiatrist should be well acquainted 
with nature, science and logic, and should 
have respect for the feelings and spirits of 

Read before the Section on Neurology and Psychiatry, 
Medical Society of the State of North Carolina, Pinehurst, 
May 11, 1949. 
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others. He should first be a well trained phy- 
sician before being trained as a psychiatrist. 
Ideally, he should be a part of the commun- 
ity in which he lives. He should know the 
community and be familiar with its re- 
sources, schools, churches, and industry. 


Neurology 

The private practice of neuropsychiatry 
usually reduces itself to the practice of psy- 
chiatry. The neurologic portion of such a 
practice”) is indeed very limited. 

A psychiatrist in private practice will see 
an occasional brain tumor or other neurolog- 
ic lesion, though these constitute an extreme- 
ly small fraction of his practice. He should 
be very much interested in neurology, how- 
ever, because it provides him with a broader 
understanding and helps him to avoid em- 
barrassing errors. 

Attitude and Needs 

Psychiatry in our country meets an at- 
titude which admittedly is a great handicap. 
There is a deeply rooted belief in our West- 
ern culture that it is shameful to be mentally 
ill. Some believe that mental illness is sinful, 
and others feel that the patient deserves 
his affliction. Some authors) place this fac- 
tor of shame as number 1 in the list of lim- 
itations to this branch of medicine. The feel- 
ing of shame causes a family to hide its men- 
tally ill members, and in part accounts for 
public apathy about care of the mentally ill. 
Much of the public thinks of all mental ill- 
ness in terms of insanity. Many people feel 
that mental and emotional sickness must be 
hidden and denied until recognition and care 
can no longer be postponed. Physicians often 
hesitate to recommend psychiatric treatment, 
for fear of losing the patient and arousing 
hostility in the family. 

Figures indicate the magnitude of the 
psychiatric problem facing us in the United 
States. About six years ago Stanley Cobb 
estimated that there were at least six million 
persons with borderline neuropsychiatric 
disorders in this country. Some authors be- 
lieve that only about 10 per cent of those 
who need psychiatric evaluation and treat- 
ment are getting it today. It is estimated 
that there is only one practicing psychiatrist 
to every five thousand psychiatric outpa- 
tients needing help. 
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States of America, J.A.Am. 
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8. Fabing, H. D.: 
Indiana M. A. 


The Practice of Neurology in the United 
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Sources of Referral 

A great majority of patients are referred 
to psychiatrists by other physicians. Certain 
doctors are far more psychiatric-minded than 
others, and I would estimate that fully 90 
per cent of the referrals to psychiatrists come 
from about 10 per cent of the physicians in 
private practice. A considerable number of 
patients come to the psychiatrist as self- 
referrals, or upon the recommendation of 
other patients. Certain community agencies 
require considerable psychiatric assistance. 
These include the Family Service, Welfare 
Department, and State Vocational Rehabili- 
tation units, as well as the Red Cross. The 
Veterans Administration, of course, refers a 
considerable number of patients. The courts 
or jails are a frequent source of referrals. 
Many judges and jailers show more under- 
standing of psychiatric disorders than is 
found among some physicians. Most of the 
referrals from the jail are for commitment 
to a psychiatric institution. Only rarely is a 
psychiatrist called into court on guardian- 
ship cases. A few patients are referred from 
schools, directly or indirectly. A fair num- 
ber of referrals come from various hospitals 
and sanatoria as the patients are being dis- 
charged and returned to their communities. 

One of the big problems is that of trying 
to see the patient immediately after he is re- 
ferred. The average physician has very little 
understanding of the time limitations in psy- 
chiatric practice and the very great diffi- 
culty of “squeezing” another patient into a 
busy day’s schedule. To maintain good rela- 
tions with other physicians, it is often nec- 
essary to see the patient or his family 
promptly, even though the first visit is ex- 
tremely brief and a case study is postponed 
until a regular appointment can be scheduled. 
As a rule, emergency cases are seen within 
a period of hours. 

I find that sending adequate reports to the 
referring physicians or agencies requires a 
great deal of time; yet it is a most important 
part of psychiatric practice. A dictating ma- 
chine is absolutely essential. Reports can 
help to correct various misconceptions and 
can point out the necessity for conservative 
therapy or radical means of treatment in a 
particular case. Most physicians appreciate 
a rather condensed report, giving the diag- 
nosis and recommendations. Some, however, 
like a very detailed description of the case, 
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and this provides a very effective means of 
orienting the referring physician to psychia- 
try. 
Therapy 
The practicing psychiatrist, as a rule, sees 
a wide variety of cases ranging from behav- 


ior disorders in children to senile psychoses.’ 


The bulk of his practice, however, will be 
made up of psychoneurotics, with a fair per- 
centage of psychopathic personalities. Ther- 
apy must be planned to be as practical as 
possible, and one must use various methods 
to treat the volume of cases referred. 

We are all aware of the iatrogenic nature 
of many nervous and mental disorders. Cer- 
tainly many physicians plant firm convic- 
tions of disease in their patients’ minds, and 
such beliefs are difficult to alter. Ross has 
said that the introduction of the stethoscope 
was a disaster from which we have not yet 
recovered. That statement was certainly true 
in the days when the patient was condemned 
to an early demise on the strength of a sys- 
tolic murmur. 

The psychiatrist has to deal with two prev- 
alent misconceptions: (1) a belief that psy- 
chiatry can cure everybody and (2) the atti- 
tude that psychiatry can do nothing and is 
intended only for crazy people. Many pa- 
tients come to a psychiatrist expecting to 
have a miraculous cure within a few days or 
weeks. They often become discouraged and 
stop treatment after one or two interviews. 
They think in terms of organic illness and 
are accustomed to drug therapy. They resent 
an emotional explanation of symptoms. Too 
often we are not aware of the patient’s lim- 
ited capacity to utilize psychotherapy. 

One of the greatest problems I have had 
to contend with is failure of the family to co- 
operate. Often members of a patient’s family 
are so emotionally involved that they are not 
capable of dealing with their feelings intelli- 
gently. They may be so exhausted that they 
are willing to give up. It is almost the rule 
that they have made the rounds of various 
physicians and have used up their funds. 
They cannot see their way clear to let the 
patient undergo a period of treatment that 
requires weeks and months of additional ex- 
penses. 

i. Formen, F.: Psychiatry in General Practice, Presidential 

Address delivered to the Capetown Post-Graduate Medical 


Association, October 3, 1945. 
5. Longan, R. C., Jr.: Personal communication, 


i's 
— 
ES: 


202 


Handling of psychiatric emergencies 

It seems that many of our juvenile psycho- 
paths no longer travel West to ventilate their 
aggression. They remain in the home, become 
dependent upon the parents, turn to alcohol 
in excess, and periodically shoot up the house 
during the late hours of the night, sending 
the parents scrambling for cover and begging 
for help. Highly publicized kidnapping and 
murder cases have tended to upset many la- 
tent neurotics. 

In dealing with emergency cases, the 
psychiatrist is wise to obtain as much in- 
formation as possible before entering the 
situation in person. Information obtained by 
telephone is often very misleading and tends 
to cover up the real situation. If the patient 
is homicidal or otherwise uncontrollable and 
refuses to see a psychiatrist, the problem be- 
comes more legal than medical: When one 
encounters a homicidal case, it is best to 
withdraw and explain to the family or friends 
that the case is one for the police. It is never 
wise to struggle with a violent patient with- 
out adequate help. Unless there is a definite 
superiority of strength, someone is certain 
to be injured. 

Shock treatment 

Some insist on quick results, and this at- 
titude often leads to the question of shock 
treatment. The advisability of administering 
shock treatment in the office is a much de- 
bated question, though a considerable num- 
ber of psychiatrists give it in their offices, 
or even in the patient’s home. My personal 
opinion is that it should be limited to a hos- 
_ pital or outpatient department. It is also my 
opinion that some psychiatrists use it to ex- 
cess because it is the fad, or because it pro- 
vides additional income. It is often very dif- 
ficult to make families and doctors realize 
that, even though electroshock therapy is 
used, psychotherapy is still a vital part of 
the treatment program. It can still be said 
that the most valuable method of treatment 
in most cases is psychotherapy. 


Psychotherapy 

At the beginning a new patient needs to 
be oriented as to what treatment will con- 
sist of, and the time and expense involved. 
The patient should understand that a course 
of therapy will be almost like going to school, 


6. Eaton, H. D.: 
Their Management, California & 
(Jan.) 1942. 


Psychiatric Problems in Private Practice: 
West. Med. 56:1417 
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and that his treatment will be in the nature 
of re-education. 

In planning psychotherapy one has to 
choose between two types of treatment’. 
These have been designated as the inspira- 
tional type and the analytic! type. Usually 
best results can be obtained by using inspir- 
ational or repressive therapy first, even 
though later the treatment becomes more or 
less analytic and provides the patient with 
insight. If one is to hold the patient for treat- 
ment there must be good rapport, and this 
definitely comes by an appeal to the emo- 
tions and not to the intellect. Ultimately, 
however, insight seems to be necessary and 
desirable if one is to obtain best results. The 
psychiatrist in private practice is in an ideal 
position to observe various members of the 
family, and he can understand the patient 
and his relationships better than the thera- 
pist in an institution or medical center far 
removed from the home. 

Some psychiatrists use hypnosis to a great 
extent while doing psychotherapy. I believe, 
however, that this method is not generally 
appreciated or accepted by the medical pro- 
fession or the public. The use of Amytal in- 
terviews meets with full approval by other 
physicians and by the public. This is cer- 
tainly a time-saving measure, and is an econ- 
omy both to the therapist and to the patient. 
I believe that Amytal is more satisfactory 
than Pentothal, since the patient is more 
cheerful and does not go to sleep as readily. 
I have found that 334, grains of Sodium Amy- 
tal in about 6 cc. of water, injected over a 
period of ten to twenty minutes, is a very 
effective dose and does not put the patient 
to sleep. It will usually make him drowsy, 
however, and he may prefer to lie down for 
an hour before going home. He should not 
be allowed to drive or go on the streets alone 
for a period of two or three hours. 

A great deal has been written about the 
extent to which the reasoning power can be 
used to control the hypothalamic center and 
the autonomic nervous system. Alvarez") has 
commented that the thalamic region can be 
upset by fatigue, insomnia, and nervous 
strain. He stated that it may be weak by 
heredity or injured by encephalitis and in 
older persons by arteriosclerosis. Tucker‘* 


New Light on the Mechanisms by Which 
115:1010-1013 


7. Alvarez, W. C.: 
Nervousness Causes Discomfort, J.A.M.A. 
(Sept. 21) 1940, 

8. Tucker. B. R.: The Newer Treatments in Neuropsychiatry, 
Virginia M. Monthly 71:75-78 (Feb.) 1944, 
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believes that the hypothalamus can be de- 
sensitized by the use of reason or by func- 
tions of the cerebrum. He says also that mod- 
erate doses of Rabellon or belladonna root 
extract are useful in conjunction with rea- 
soning therapy. 


Auxiliary measures 

There are many auxiliary measures and 
forms of treatment, including the use of re- 
ligion, interviews with the minister, the use 
of various social agencies, and the assistance 
of friends and relatives in directing the pa- 
tient’s living. A nursing home is sometimes 
quite useful, especially for senile cases not 
requiring commitment to an institution, but 
too disturbed to remain in the home. 

I have used reading therapy or bibliother- 
apy to very good advantage. Certain brief 
articles of twenty to twenty-five pages can 
be read preceding the psychiatric interview. 
I have also used a very large colored chart 
showing the anatomy of the body and the 
nervous system to some advantage in many 
cases. Patients comprehend from visual im- 
agery much better than they can from the 
spoken word. A very effective means of 
therapy in some cases can be arranged by 
the use of phonograph records. I have in 
mind material such as the excellent records 
prepared by Dr. Menninger on “Meet Your 
Mind.” Group therapy, used quite effectively 
in treating veterans, has not been developed 
extensively in private practice. I think it 
could best be used in connection with lec- 
tures to mothers on behavior disorders of 
childhood. It could also be used in special 
lectures and programs for educational pur- 
poses. 

Treatment of alcoholism 

The problem of alcoholism is serious 
enough to warrant a few words. I believe 
it is generally conceded by physicians and 
psychiatrists that very little can be accom- 
plished in treating chronic alcoholics unless 
they are willing to spend a year or longer 
with intensive therapy. It is also agreed that 
alcoholics themselves cure or control more 
alcoholism than all psychiatrists and physi- 
cians combined. As a practical measure, the 
best treatment is to refer alcoholics to Al- 
coholics Anonymous’. Fortunately only a 
small percentage of one’s patients have to be 
referred to a hospital or committed to a state 


9. The Alcoholic Foundation. Ine, P. O. Box 459, Grand 
Central Annex, New York, N. Y. 
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institution. As a rule it is not difficult to 
persuade the family to have an alcoholic rel- 
ative go to a private psychiatric hospital. On 
the other hand, they almost always balk when 
one speaks of a state hospital or the alcoholic 
division of Dix Hill. 


Newrosurgery 

The psychiatrist often encounters patients 
who do not respond to any of the usual forms 
of therapy and who are essentially useless 
to themselves and to their families. I believe 
that such cases should be reviewed by a com- 
petent staff or psychiatric board and consid- 
ered for brain surgery. Many of these pa- 
tients could be made much more comfortable 
and less of a burden to the family if treated 
by lobotomy”. 


The Private Psychiatrist and Psychiatric 
Hospitals 


A private psychiatrist usually loses con- 
tact with his patients entirely if they go to 
a state institution. In some of the private 
hospitals routine progress reports are sent 
to the referring physician. These in turn may 
be passed on to the family, and I have found 
that such reports are helpful and are much 
appreciated by the relatives. 


Psychiatry in Rural Areas 


Many psychiatrists in private practice are 
called upon to treat patients in rural dis- 
tricts. Rural psychology” has many distine- 
tive features. There is much greater cohesion 
of the rural family, and one finds a more 
intense emotional interplay between mem- 
bers of the family than we see in urban com- 
munities. A person who remains in the coun- 
try does not like to lose his identity with the 
family. He may recognize the need for psy- 
chiatric help, but he does not like to have 
the family relationships disturbed. Rural 
people are accustomed to the family doctor, 
who leaves the family’s social, moral, and 
emotional mores alone and who does not re- 
quire radical changes in attitudes. Occasion- 
ally the family physician will agree with the 
family’s attitude and will prejudice them 
against the psychiatrist and his filthy curi- 
osity. 

Rural people, and many city dwellers, di- 
vide mental illness into two categories. The 
first is insanity or craziness, and carries with 
it a hopeless prognosis and a cruel stigma. 


10. Kieve, R.: Some Principles of Rural Psychiatry, Bull, 
Menninger Clinic 12:158-165 (Sept.) 1948, 
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The second is nervousness, which has noth- 
ing in common with craziness and is sup- 
posed to arise from a somatic cause. They 
think that the psychiatrist is to be called in 
the case of craziness, but is to be avoided in 
the case of nervousness. In view of this at- 
titude, it is easy to understand why psychia- 
try is more difficult in rural areas than in 
the city. 


“Extracurricular” Activities 

A psychiatrist in private practice will find 
that he has many additional duties if he is 
willing to spend time on educational pro- 
grams and to speak before clubs, agencies, 
churches, and other organizations. In most 
cases he has an opportunity to affiliate with 
a college in a teaching capacity, or to con- 
duct a clinic. Such affiliations will provide 
a small income; they are desirable for edu- 
cational purposes, and provide very pleasant 
associations. 


Financial Considerations 

A discussion of neuropsychiatry in private 
practice would not be complete without some 
mention of financial problems. Most of us 
practice to make a living, and would like 
our incomes to compare favorably with 
those of other specialists. I fear that realiza- 
tion of this ambition is usually impossible in 
the private practice of psychiatry. A psychia- 
trist must resign himself to the fact that his 
income will usually be moderate. A psychia- 
trist in private practice cannot obtain as 
large a fee as is customary in a medical cen- 
ter. The government or Veterans Adminis- 
tration allows a larger fee to the psychiatrist 
in a medical center than to the private psy- 
chiatrist. 

In no other specialty, I suppose, is the 
matter of collections so uncertain. The very 
nature of psychiatric practice, with a large 
percentage of the patients unemployed, 
makes collections lower than in other special- 
ties. At the rate of $10.00 per hour for psy- 
chotherapy—which is about as much as the 
public can stand—the psychiatrist is unable 
to do more than compete with general prac- 
tice. During the past year I was able to col- 
lect for approximately 80 per cent of the 
work done. 

A psychiatrist is confronted with the prob- 
lem of whether to practice alone or in a 
group. Group association, if properly organ- 
ized, is pleasant and has many advantages; 
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the overhead is often heavier, however, and 
I am certain that psychiatric patients are 
disturbing to other physicians, particularly 
if a common waiting room is used. From ex- 
perience I am convinced that overhead must 
be kept to a minimum if one is to succeed 
finarially. It is a great economy in time 
and expense to have a combined home and 
office. 
Summary 

Psychiatry has the greatest horizon of all 
specialties. A psychiatrist should, and usu- 
ally does, possess a special type of person- 
ality, with a wide range of training. 

We are still handicapped by a deeply en- 
trenched belief that it is shameful to be men- 
tally ill. Perhaps not over 10 per cent of the 
patients needing psychiatric evaluation and 
treatment are getting it today. 

Psychiatric therapy must be practical and 
consistent with time and funds available, 
and reading therapy should be used more ex- 
tensively. Under the present conditions of 
practice, most treatment is necessarily in- 
spirational or palliative. The Amytal inter- 
view is time saving and economical, both for 
the therapist and for the patient. Insight 
therapy is ultimately desirable and neces- 
sary. 

Financial considerations affect psychiatric 
therapy, and the income of the private psy- 
chiatrist is almost certain to be modest. 

Discussion 

Dr. John D. Bradley (Asheville): In my private 
practice I have spent sometimes the first two visits 
trying to convince patients that they are not crazy. 


I think we should refer to “psychiatric illnesses” or 
“emotional disorders” rather than “mental disease.” 

Dr. R. L. Craig (Asheville): I would like to ask 
Dr. Garrard more about his experience with the 
Sodium Amytal interview. My own experience in 
civilian practice has been that when a patient re- 
veals something under Sodium Amytal which he 
is not able to reveal in the natural state, he either 
finds it necessary to deny it later and thus gets no 
benefit from the interview, or else it increases his 
anxiety and makes his symptoms worse. I had much 
more success with Sodium Amytal in the army 
in patients with acute neuroses. 

Dr. Garrard: With reference to Dr. Craig’s com- 
ment about intravenous Amytal interviews, I have 
had a few patients get worse following this pro- 
cedure, but I don’t know that the interview was 
responsible. I have used this a great deal in cases 
of extreme anxiety to slow the patient down and 
get him to rest even for a few hours. I don’t know 
that you get much more information from this pro- 
cedure, but at least it makes the patient feel that 
something is being done. 

Dr. Lloyd Thompson (Winston-Salem): I hope 
this paper is published and receives wide reading 
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in the Journal, for I feel that the medical profes- 
sion does not realize what private psychiatrists are 
up against. Some physicians have the feeling that 
the psychiatrist’s minimum fee of $10.00 is exorbi- 
tant. I would like to point out that a doctor who 
sees ten or more patients in an hour, even if he 
charges only $2.00 per patient, takes in considerably 
more than the psychiatrist. 

I would like to say a word about education of the 
public. We have found that a good approach to 
preventive mental hygiene lies in the education of 
expectant mothers. We are conducting, in conjunc- 
tion with nurses and obstetricians, classes which 
combine the physical and psychological approach to 
motherhood. We are limiting this class to women 
in their first pregnancies, and are giving a series 
of twelve lectures to each class. 

Visiting Delegate: As a general practitioner, I 
would like to say that very few doctors know enough 
about psychiatry to handle such patients properly 
and direct them into the hands of a psychiatrist. 
Too many patients are operated upon, when they 
should be referred to a psychiatrist for treatment. 
Therefore, I think that the first group of people 
who should be educated are the doctors themselves. 
They should be taught to take good histories, deep 
histories, which will uncover the emotional causes 
of somatic symptoms. When it comes to sending a 
patient to a psychiatrist, the physician should be 
careful to make the patient understand that a psy- 
chiatrist is not a “crazy doctor” or a doctor for 
“crazy people.” This will make the psychiatrist’s 
job much easier. 

Chairman McKee: Many patients call the State 
Hospital and ask where they can see a psychiatrist 
if we can’t accept them. Of course our staff is too 
small to provide outpatient service, but I hope that 
some day the state will set up an outpatient service 
in state institutions. 

Dr. T. H. Wright, Jr. (Charlotte): I would like 
to ask for suggestions as to how one can convince 
a patient in one or two interviews that his diffi- 
culty is emotional and not organic. 

Dr. Craig: It seems to me that it is not necessary 
to convince them of that at first; in fact, if you 
try to convince the patient before he is ready to 
give up his symptoms, you will only succeed in 
antagonizing him. It is better to try to uncover 
some emotional problem and get the patient to talk 
about it. Frequently the somatic symptoms will dis- 
appear as the emotional difficulty is ironed out. 
After that the patient is ready to accept the fact 
that his trouble is not organic. 

One of my patients had hysterical paralysis of 
the left leg, which I am sure she considered to be 
organic in origin. I made no attempt to convince 
her that it was emotional, but I did find that she 
had emotional problems and got her to talk about 
them in two or three interviews. Nothing was said 
about hysterical paralysis, but as she was walking 
out she said, “Do you notice I am not limping any 
more?” Since then she has accepted the fact that 
the paralysis was due to emotional problems. 


Prognosis in acute psychoses.—It is . . important 
from the standpoint of prognosis to bear in mind 
that the apparent severity of an acute psychosis is 
no clue to its probable duration, just as the length 
of the pump handle is no index of the depth of the 
well.—Melvin W. Thorner: Psychiatry in General 
Practice, Philadelphia, W. B. Saunders, 1948, p. 269. 
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NATHANIEL ALEXANDER 


Nathaniel Alexander was born in Meck- 
lenburg County, North Carolina, on March 
5, 1756. His education started in a log ca- 
bin at Poplar Tent near his paternal home, 
the Morehead Place. From there he went to 
Princeton, and following graduation in 1776 
he studied medicine. He served as surgeon in 
the North Carolina Continental line from 
1778 until the end of the Revolution. Then 
he began the practice of medicine at the High 
Hills of the Santee, South Carolina, later 
moving to Charlotte, North Carolina. : 

Alexander is best known as a champion of 
universal education and as a political leader 
of his state. In 1797 he became a member of 
the North Carolina House of Commons, and 
in 1801 and 1802, he represented Mecklen- 
burg in the State Senate. The following year 
he became a member of the Eighth Congress, 
to serve until 1805. He was then made gov- 
ernor of the state, and served until his death 
on the eighth of March, 1808. 

It was during his governorship that Alex- 
ander took the lead in attempting to convince 
the legislature of the need for a system of 
public education. Between 1800 and 1825 
numerous societies for the education of poor 
children were established, and in addition 
several conscientious citizens left properties 
and bequests to establish free schools. There 
was little interest in education on the part 
of the Assembly, however. Governor Turner 
in 1804 said that he was desirous of a plan 
of education that would “extend itself to 
every corner of the State,” but the legis- 
lature failed to heed him. Inspired by his pre- 
decessor’s efforts, Governor Nathaniel Alex- 
ander in 1806 gave his formula for educa- 
tion: 

“... in a government constituted as ours, where 
the people are everything, where they are the foun- 


tain of all power, it becomes infinitely important 
that they be sufficiently enlightened to realize their 
1. Governor James Turner’s Message on Education, 1804, 


quoted in Coon, C, L.: The Beginnings of Publie Education 
in North Carolina, Raleigh, 1908, p, 49. 
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interests, and to comprehend the best means of ad- 
vancing them. Indeed, it may be affirmed with 
truth, that unless they be informed the duration 
of their liberties will be precarious, their enemies 
will seduce them from the pursuit of their true 
interests, or their own prejudices lead them into 
fatal dangrers.’’*) 

Alexander had the true Jeffersonian con- 
cept of education as a bulwark against ty- 
ranny over men’s minds. In the following 
year he again addressed the legislature and 
pointed out that education contributed to 
the well-being of a given community. 

“The common objects of legislature may be com- 
prised under the following heads: Education, In- 
ternal Improvement, the Security of Property, and 
the Punishment of Crimes. Your attention has often 
been awakened to these several subjects; therefore 
it is unnecessary for me, at this time, to comment 
upon them; yet they are worthy of your considera- 
tion; for on the manner in which they were ac- 
complished, eventually must depend the happiness 
of the community.’) 

Ten years were to pass following Alexan- 
der’s speech in 1806, before the Murphey 
Committee officially recommended the estab- 
lishment of public schools, and it was not 
until 1839 that the people of the state were 
given an opportunity to vote on the ques- 
tion™, 

Alexander was a man of wide interests. 
He had a distinguished library and he was 
chairman of the board of trustees of the Uni- 
versity of North Carolina from 1806 until 
1807, before the period when the governor of 
the state automatically became the ex-officio 
president of that body. 

Alexander had seen a need for educational 
improvement shortly after the Revolution, 
felt the urgency of immediate action, and 
took a leading part in the early planning, 
thereby enhancing the prestige of his own 
profession, 


2. Governor Nathaniel Alexander's Message on Education, 
1806, quoted in Coon(1), p. 54 
3. Governor Alexander's Message on Education, 1807, quoted 
in Coon(1). 
4. Coon(i), p. Xliv. 
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IV 


JOHN BRICKELL 


The life of John Brickell, physician and 
naturalist, is not known in much detail. He 
was born in Ireland, and the probable year 
of his birth was 1710. He was graduated 
from the University of Edinburgh, and it is 
thought that he came to North Carolina with 
Governor George Burrington in 1724. He 
practiced medicine in Edenton during his 
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residence in America, and in 1730 joined a 
company of ten people who, guided by two 
Indian scouts, explored the Carolina terri- 
tory for about fifty-two days. As the result 
of that trip Brickell wrote his book, THE NAT- 
URAL HISTORY OF NORTH CAROLINA, on which 
his reputation rests. He left North Carolina 
in 1731, and his volume was published in 
Dublin in 1737. 

It is recognized that Brickell plagiarized 
the early work of John Lawson, cartograph- 
er and surveyor, who made a thousand mile 
journey from Charleston, South Carolina, 
through Indian settlements to the English 
community on the “Pamplicough River” and 
published his observations in A NEW VOYAGE 
TO NORTH CAROLINA (London, 1709). Lawson 
was a discerning observer, and he gave an 
excellent account of the country’s topogra- 
phy. Twenty-eight years later Brickell incor- 
porated a large part of Lawson’s book into 
his own without proper acknowledgment—a 
fact which has dulled our appreciation of 
Brickell’s achievements. 

It must be realized, however, that Lawson’s 
book was composed of 258 pages, whereas 
Brickell’s had 407 pages; and that the latter 
contained many new and original observa- 
tions on the Carolina flora and fauna, as well 
as several copper plates illustrating the ani- 
mals, birds, and fish of the area (fig. 1). It 
is more scientific in emphasis and contains 
descriptions of the medicinal and curative 
properties of plants. In noting the common 
diseases of the region, Brickell wrote: 

“The diseases that are most common in Carolina 
are Agues or inremittant fever, cachexia, Diarrhea, 
Dysenteria, the Clap, and French Pox, the Yaws, 
Collicks, Cholera-Morbus, Convulsions, Hooping- 
Cough, Cutaneous Disorders, such as Tetters, Ring 
Worms, Rashes, prickley heats, and the Itch.’ 

Dr. Edward Jenner Wood has made a 
study of Brickell’s work and has pointed out 
the value of his descriptions and drawings 
to scientists of that time. On page 48 Brick- 
ell wrote: “The Yaws are a Disorder not. well 
known in Europe, but very common and fa- 
miliar here. . . .” Dr. Wood remarked that 
he discovered this disease two centuries lat- 
er in the same area, but that there had been 
no record of it in the interim’. 


Brickell’s book covers a wide range. One 


1. Brickell, John: The Natural History of North Carolina, 
Dublin, 1737, p. 46. 

2. Henderson, Archibald: North Carolina, The Old North 
State and the New, Chicago, Lewis Publishing Company, 
v. 1, p. 621. 
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Fig. 1. Copper plate illustrating Brickell’s 
description of the fishes of North Carolina, 
from the copy in the Duke University Library. 


section deals with Indian tribal customs, 
burial rituals, and medical treatments and 
superstitions (sweating, scarification and 
snake rites), and mentions the Indians’ faith 
in the healing qualities of mineral springs 
and waters in that territory. In addition to 
listing the North Carolina products, suitable 
for export and those “commodities conven- 
ient to bring to this Province from Europe,” 
Brickell discussed the state of North Caro- 
lina politically and economically and de- 
scribed the six towns which had been estab- 
lished: “Edentown with 60 houses, Bath 
Town, Newbern, Handcock Town on the west 
branch of the Neus River, Beaufort Town 
and Brunswick Town on the south side of 
the Cape Fear.’ 

America in this period was cosmopolitan, 
and there was an intellectual interchange 


3. Brickell(1), p. 8 
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between England and America. Hundreds of 
travelers visited the new country during the 
Eighteenth Century, and many left accounts 
of their travels which were pioneer studies 
in natural history, geography, and anthropol- 
ogy. Commager said of America that “Its 
very existence required a reconsideration of 
geographical concepts. .. . It is amusing to 
note that Europeans studied American so- 
ciety—both white and red—much as modern 
anthropologists study primitive societies.” 

One of the outstanding works of this type 
in the period was done by Mark Catesby, an 
Englishman, whose NATURAL HISTORY OF 
CAROLINA, FLORIDA AND THE BAHAMA 
ISLANDS WITH OBSERVATIONS ON THE SOIL, 
AIR AND WATER appeared first in 1731. Brick- 
ell’s work, therefore, was one among many 
others, but it was an interesting and useful 
contribution. As Thomas Cary Johnson 
pointed out, the publication of those early re- 
searches “stimulated curiosity, and rewarded 
observation. These two are the beginnings of 
science,” 


4. Commager, H. S. in a review of The Atlantic Civilization 
by Michael Kraus, N. Y. Herald Tribune Book Keview, 
Jan, 29, 1950, p. 1. 

5. Johnson, T. C.: Scientific Interests in the Old South, New 
York, D, Appleton Century, 1936, p, 9. 


A mycotic infection should be suspected in every 
patient who has chronic draining sinuses even 
though the clinical appearance of the lesions may be 
identical with those produced by the tubercle bacil- 
lus and by certain anaerobic streptococci.—David T. 
Smith, M.D., J.A.M.A., December 24, 1949. 


The increase in facilities for distribution of neces- 
sary food, the more widely spread knowledge of the 
principles of healthful living, better understanding 
of good housing and the leveling off of income, with 
few rich and few poor, have been, and will continue 
to be, important factors in the prevention of inci- 
dence of and death from tuberculosis. Unless a 
world-wide catastrophe interferes, it seems clear 
that social factors will continue to favor reduction 
rather than increase of tuberculosis —W. G. Smillie, 
M.D., New England J. Med., January 12, 1950. 


The study of tuberculosis cannot be separated 
fruitfully from that of other pulmonary diseases. 
The teaching of the disease should be organized in 
conjunction with that in other pulmonary diseases 
from the standpoint of physical findings, clinical 
course, differential diagnosis, and management.— 
Robert G. Bloch, M.D., Bull., Nat. Tuberc. A., Jan- 
uary, 1950. 


The only method of controlling tuberculosis in 
childhood is to prevent infection. Today children are 
infected very largely from adults with positive spu- 
tum. It is by the control of the infective adult that. 
ultimately, we must seek to protect the child.—F. 
J. W. Miller, M.D., The Lancet, August 13, 1949. 
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THE ASSOCIATION OF AMERICAN 
PHYSICIANS AND SURGEONS 


When the Association of American Physi- 
cians and Surgeons was first organized in 
1943 by a group of physicians in Lake 
County, Indiana, this journal, among others, 
was frankly doubtful of the need for the 
venture. This doubt was expressed editorial- 
ly in the NORTH CAROLINA MEDICAL JOURNAL 
for April, 1944. At that time three valid 
criticisms were offered: (1) the organiza- 
tion was critical of the American Medical 
Association; (2) its executive secretary, and 
apparently its prime mover, was a layman; 
(3) and most important, the by-laws bound 
each applicant for membership to agree 
“that where 75 per cent of the eligible phy- 
sicians in civilian practice in the county 
where he practices have become members of 
the Association, he will not carry on profes- 
sional relations nor cooperate with any non- 
member therein.” 

Since this editorial was written, the Asso- 
ciation has rescinded the by-law quoted 
above; its present “resident agent” is J. 
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Robert Doty, M.D.; and its attitude toward 
the A.M.A. has changed for the better. The 
type of literature it is distributing now is 
much more dignified than that which it put 
out in its early days. Indeed, it is hard to 
see how any medical man can find fault with 
its objectives as stated in a recent bulletin: 


1. To organize physicians to agree to participate 
only in those methods of rendering medical service 
which are in the public interest. This is not a pro- 
posed strike against the sick. AAPS members will 
continue to serve their patients, just as they do now 
and have always done in the past, but they avail 
themselves of their constitutional American right to 
refuse to do so as serfs of a political medicine 
bureaucracy. 

2. To accomplish the universal application of the 
insurance principle to the costs of medical care 
under proper voluntary plans. 

3. To educate the people to the use and benefits 
of voluntary plans of prepayment sickness insur- 
ance. 

4. To operate an endless public relations program 
which, first, will correct any errors within the pro- 
fession, and then, use every available publicity chan- 
nel to tell the public what has been accomplished 
in its interest. 

5. To conduct a continuing publicity campaign 
tc inform all levels of the Public of the value of 
the private practice of medicine and the evils of 
compulsory health insurance and state or socialized 
medicine. 

6. To earn again the respect for and understand- 
ing of the medical profession by the nation’s law- 
makers through proper, effective representation in 
Washington. 

7. To effect increasing support of the American 
Medical Association so that this scientific body may 
continue to improve upon its contributions to public 
health and the science of medicine. 


The most criticised and yet most impor- 
tant policy of the Association is the refusal 
of its members to participate in any politic- 
ally controlled health insurance scheme. The 
by-laws (article 13, section C) state: 


C. When it shall be found, by majority vote of 

the membership of this Association, that any scheme 
for the provision of medical care, either proposed or 
in operation, is inimical to the public interest or 
that of the patient and harmful to the profession or 
the practice of medicine, it shall become mandatory 
upon every member to refuse participation in such 
scheme, In matters of purely local, state, or regional 
concern, the finding shall be determined by majority 
vote of the interested local, state, or regional divi- 
sion of the Association; except that where no ap- 
propriate constituted division exists, the finding 
shall be by four fifths vote of the individual mem- 
bers in that area. Where there is doubt or dispute 
as to the area involved in any question of less than 
national scope, the executive committee of the As- 
sociation shall determine and define the area in- 
volved. 
_ Nothing herein shall be construed as tolerating 
denial of medical care to any individual as a private 
patient when such denial is based, wholly or in part 
upon the patient’s status relative to a rejected 
scheme. The sole purpose of these provisions is to 
protect the interests of the patient and the integ- 
rity of medical practice. 
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The National Physicians’ Committee, 
after rendering yeoman service in staving 
off the threat of politically dominated medi- 
cine for nearly ten years, has disbanded. 
The threat is still a very real one, however. 
The American Medical Association has as- 
sumed a much more active role in opposing 
the national health insurance legislation, but 
there is still an important place for such an 
ally as the AAPS is proving to be. 

The AAPS was approved by the Executive 
Committee of the Medical Society of the 
State of North Carolina last October. Six- 
teen state medical societies have given their 
approval to the Association. 

A number of organizations have been 
formed to fight for national health insur- 
ance. The medical profession needs all the 
strength it can muster to fight against it. 
The leadership of AAPS has demonstrated 
that it knows how to fight. A ten dollar 
membership in it is an excellent investment 
in security for the future. 

* * * ae 


A BREAK FOR MEN IN TRAINING 


The Board of Medical Examiners of the 
State of North Carolina has recently decided 
to issue limited licenses for house officers 
in training. This action is a forward step 
which has long been needed. 

It is gratifying to know that the hospitals 
of North Carolina are being recognized as 
centers for advanced postgraduate training 
of physicians. Demand for this training be- 
gan to increase before the war, but this in- 
crease has been accelerated in recent years. 
More and more young medical graduates 
from other states are applying for periods 
of hospital training ranging from one to four 
years, with the intention of going back to 
their homes to practice. Many of these men 
receive no income or only token compensa- 
tion from the hospitals. The law requiring 
house officers to obtain a North Carolina 
license after completion of the internship has 
placed a considerable financial burden on 
such men. The payment in the past of a full 
reciprocity fee was in effect a tax on train- 
ing. The licensing fee has now been reduced ; 
it might be reduced still further. 

The Medical Society of the State of North 
Carolina should seriously consider a similar 
step. In these critical times it is highly de- 
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sirable to interest all young physicians in 
the problems and policies of organized medi- 
cine as soon as they graduate. The recent in- 
creases in the annual dues of both the State 
Medical Society and the American Medical 
Association have placed the financial re- 
quirements of membership beyond the reach 
of most men still in training. Consideration 
might even be given to creating a limited 
membership for undergraduate medical stu- 
dents. Such affiliate members might be 
admitted with the payment of only nominal 
dues sufficient to cover the cost of mailing 
the NORTH CAROLINA MEDICAL JOURNAL and 
such literature as our Raleigh office would 
care to send out. 


* 


DR. WALTER ALVAREZ TO BE 
EDITOR OF “GP” 


A recent news release of unusual interest 
to medical men everywhere, especially those 
in general practice, comes from Mac F. 
Cahal, executive secretary of the American 
Academy of General Practice. Mr. Cahal 
has announced that Dr. Walter Alvarez, 
editor of Gastroenterology, has been selected 
as medical editor of “GP,” the official pub- 
lication of the American Academy of Gen- 
eral Practice. Dr. Alvarez will succeed Dr. 
Kenneth Albrecht, who died as the result of 
an automobile accident shortly after being 
made editor of the new journal. 

Dr. Alvarez, after twenty-four years with 
the Mayo Clinic, is retiring as professor of 
medicine of the Mayo Foundation, Univers- 
ity of Minnesota, and senior consultant in 
the Division of Medicine of the Mayo Clinic. 
He is moving to Chicago, where he will as- 
sume his duties as editor of “GP.” 

It is hard to think of a happier choice for 
editor of the general practitioners’ journal. 
Although Dr. Alvarez is certified as a gas- 
troenterologist, he has always kept and culti- 
vated the ability to see the patient as a 
whole. Few men can write as lucidly and as 
interestingly as he. His numerous friends 
and admirers will be happy to know that his 
great facility for teaching, by both the 
spoken and the written word, will continue 
to be used in the widest possible field. His 
editorial ability and Mac Cahal’s genius for 
organization and management insure a suc- 
cessful future for the Academy of General 
Practice and its official journal. 


| 
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THAT “MERCY KILLING” CASE 

No doubt most physicians are somewhat 
weary of the reams of copy written about 
the trial of Dr. Hermann N. Sander for the 
so-called mercy killing of a patient dying— 
or dead—of cancer. This editorial is not 
written to discuss the case in detail, but 
merely to offer a few observations for what 
they are worth. 

The first is that Dr. Sander apparently 
thought to be a pioneer in strengthening 
the principle of euthanasia, by expediting 
the departure of his patient from this world, 
and recording on her chart that he had in- 
jected air into her vein for this purpose. 
The second comment is that his ideas of 
physiology were somewhat antiquated, or he 
would have known that 40 cc. of air injected 
into a vein would rarely do any harm. A 
third observation is that, after he was in- 
dicted for murder, Dr. Sander apparently 
abandoned his championship of the cause 
of euthanasia, and recalled that his patient 
was dead before he attempted to inject the 
air into her veins—contradicting his written 
statement on her record. 

Such a case of exhibitionism does the med- 
ical profession no good. From a long distance 
view, however, it would seem that the doctor 
was more silly than sinful. 

ok * * * 


JOHN CROWN’S LEGACY 

Every Sunday the New York Times prints 
a column by its medical editor, Dr. Howard 
A. Rusk, who is head of the Rehabilitation 
Department of Bellevue Hospital. His col- 
umn for March 5 is so good that it is re- 
printed in full. 

tk 

In 1946 a letter was published in this 
column from a young veteran in Halloran 
Hospital, a letter created by suffering, an- 
guish and bewilderment. Last week, after 
four years of struggle, the writer, John 
Crown, died. 

His legacy to the world was an example 
of courage and a philosophy of life which, 
in these troubled and uncertain days, plead 
even more eloquently for the necessity of 
understanding than the day on which his 
letter was written. 

In this era of precocious technology, hy- 
drogen bombs, guided missiles and all the 
additions to the horrors of war that have 
caused an epidemic of anxiety and tension 
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throughout the world, this pain-wracked 
boy’s prescription for peace among men 
merits thoughtful re-reading. 


My name is John Crown, I am a paraplegia at 
Halloran General Hospital. My physical wounds are 
very small in comparison with my spiritual wounds. 
1 have come back from death to a world that I no 
longer care for. I, who have been engaged in the 
great struggle to save the world from tyranny and 
having seen my comrades die for this cause, can 
now find no peace in the world or in my country. 

Having lived close to death for two years, the 
reasons why there is no peace seem infinitesimally 
flimsy. Russia wants the Dardanelles, Yugoslavia 
wants Trieste, the Moslems want India, labor wants 
more wages, capital wants more profit, Smith wants 
to pass the car in front of him, Junior wants more 
spending money. To these, I say, is it necessary to 
kill and cripple human beings for these petty gains? 

Anyone who thinks a human body is so cheap 
that it can be traded for a tract of land, a piece of 
silver, or a few minutes of time should be forced to 
listen to the moans of the dying night and day for 
the rest of his life. 

All the troubles of the world originate in the com- 
mon man. The selfish and greedy ways of nations 
are just the ways of each individual man multiplied 
a hundredfold. When the morals of the common man 
drop, so do the morals of the nation and of the 
world. 

As long as our individual morals remain at a low 
ebb, so will be the world. Until each of us stops 
“hogging the road” with his car, stops fighting over 
tiie seat on the bus, stops arguing over who is going 
to cut the grass, there will be no peace in the world. 
If man wishes peace again, he must return to the 
great Commandment, “Love thy neighbor as thy- 
self for the love of God.” 


* 


DUES OF THE A.M.A. AND OTHER 
ORGANIZATIONS 

Those doctors who think that the A.M.A. 
dues of $25 are too high may be interested 
in the following item from the 1949 cam- 
paign report of the Coordinating Committee 
of the A.M.A. National Education Cam- 
paign: 

The Pocketbook Nerve 

“My truckdriver husband paid $86 to his Union 
last year, just for belonging. He says some Unions 
already are asking for more for their political 
campaign. How come the doctors can run _ their 
Campaigns for an assessment of $25?” 

That question, posed in one of the many letters 
stimulated by the National Education Campaign of 
the A.M.A., sent a researcher to the telephone at 
the request of the Board of Trustees. 

Here are fees reported paid just for membership, 
not for special activities, by members of typical 
organizations: 

Teamsters Union local: 

Initiation Fee 
Annual Dues 


American National Retail Jewelers.......... 150.00 
Chicago Newspaper Guild, on earnings 

Insurance Men, Typical Groups ................ 50.00 
Motion Picture Operators ....................... 42.00 


j 
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Clinicopathologic Conference 


Bowman Gray School of Medicine of Wake 
Forest College 

A white widow, aged 72, was admitted to 
the North Carolina Baptist Hospital com- 
plaining of fever, hematuria, pain in both 
costovertebral angles, and frequency and 
burning on urination. These symptoms had 
been present for twenty-four hours follow- 
ing a sudden onset, marked by a chill. The 
patient stated that she had passed several 
blood clots in her urine during this twenty- 
four hour period. She had been given 75 mg. 
of Demerol, with partial relief of her symp- 
toms. 

Past history: The past history revealed 
that she had had previous attacks of “‘pyeli- 
tis,” and a bleeding peptic ulcer ten years 
before admission. This had been well con- 
trolled by diet since then. 

Physical examination: The temperature 
was 102.4 F., the pulse 100, respiration 28, 
blood pressure 75 systolic, 50 diastolic. The 
patient was acutely ill, somewhat confused, 
pale, and apathetic. The skin was hot and 
dry, and showed generalized pallor. No en- 
largement of the lymph nodes was noted. The 
pupils were dilated and reacted poorly to 
light ; funduscopic examination was not done. 
The tongue was dry. A few moist rales were 
heard at both lung bases. The heart was 
thought to be slightly enlarged to the left; 
there was an occasional extrasystole, and a 
grade 3 apical systolic murmur was heard; 
the sounds were of good quality. The abdo- 
men was flabby and showed moderate gener- 
alized tenderness, without spasm. No organs 
or masses were palpable within the abdomen. 
There was acute tenderness over the left cos- 
tovertebral angle, and moderate tenderness 
over the right costovertebral angle and in the 
suprapubic region. No edema was noted, and 
the neurologic examination was normal, A 
third degree prolapse of the uterus was pres- 
ent, and was reduced with some difficulty. 

Accessory clinical findings: The blood 
count showed 6,200,000 red cells, 19.3 Gm. of 
hemoglobin, and 32,500 white cells with 64 
per cent segmented and 23 per cent non-seg- 
mented polymorphonuclears. urine 
showed a specific gravity of 1.021, a 2 plus 
reaction for albumin, and no sugar; many 
white cell casts and an occasional red blood 
cell were seen on microscopic examination. A 
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urine culture revealed Escherichia coli. The 
nonprotein nitrogen on admission was 74 
mg. per 100 cc., blood sugar 170 mg., serum 
chlorides 564 mg., and carbon dioxide com- 
bining power 43 volumes per cent. 

A roentgenogram of the chest revealed no 
significant pulmonary lesious; arteriosclero- 
tic changes were seen in the aorta, and there 
was moderate cardiac enlargement without 
characteristic configuration. 

Course in the hospital: The patient was 
given 100,000 units of penicillin every three 
hours, and 75 mg. of Demerol as needed for 
pain. She continued to complain of pain in 
the costovertebral angles. On the second hos- 
pital day she had a chill, and the temperature 
rose to 101 F. She became nauseated and 
began to vomit dark, bloody material which 
was benzidine-positive. In addition, she com- 
plained bitterly of abdominal pain. Because 
of the vomiting a stomach tube was inserted 
and suction was applied for two days. The 
aspirated contents consisted mostly of cof- 
fee-ground material. 

During the first three days in the hospital, 
the patient’s urinary output was very low. 
An indwelling catheter was inserted and was 
left in place throughout her hospital stay. 

On the second day it was noted that the 
cardiac rhythm was compatible with auricu- 
lar fibrillation. Digoxin was given for three 
days, and three days after it was discon- 
tinued digitoxin was begun in doses of 0.1 
mg. daily. Both these drugs were given par- 
enterally. In spite of their administration, 
the cardiac rhythm, most of the time, was 
totally irregular. 

The patient continued to have intermittent 
chills and to run an irregular spiking fever 
as high as 104 F. On the fifth hospital day, 
penicillin was discontinued and streptomycin 
(2 Gm. daily) was substituted. This drug 
was continued until the eighteenth hospital 
day. During her hospital stay, the patient 
was given a total of five whole blood trans- 
fusions, and about 2,000 to 3,000 cc. of intra- 
venous fluids (glucose and saline) daily. 

From the eighth to the fourteenth hospital 
day she seemed to improve, and her sensor- 
ium seemed clear. However, she continued to 
have unexplained precipitous drops in blood 
pressure. During one such attack on the tenth 
hospital day she became cyanotic, and was 
placed in an oxygen tent for about seventy- 
two hours. 
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On the twelfth hospital day an enema re- 
turn was found to be highly colored with 
bloody material. On the next day it was 
noted that she did not move her right arm 
and leg as much as the left. 

From the fourteenth hospital day until 
she expired on the twenty-third hospital day, 
her sensorium became gradually more 
cloudy, and there was a gradual decrease 
in her urinary output. On the twenty-second 
hospital day, only 150 cc. of urine was ob- 
tained by catheter. In spite of this oliguria, 
the nonprotein nitrogen fell from 74 mg. per 
100 ec. on admission to 31 mg. per 100 ce. on 
the seventeenth hospital day. The serum 
chlorides and carbon dioxide combining 
power remained within normal] limits, 

On the nineteenth hospital day she became 
stuporous, and edema of the face and eye- 
lids was noted. Because of her continued 
fever a blood culture was made; this was 
reported as sterile. It was frequently neces- 
sary to aspirate bloody, frothy material from 
her pharynx, and she continued to have dark, 
bloody bowel movements. The edema in- 
creased. Her pulse became more weak and 
irregular, and Cheyne-Stokes respiration de- 
veloped. Her nail beds became cyanotic and 
the blood pressure began to fall rapidly. On 
the twenty-third hospital day her tempera- 
ture rose to 106 F. and her respirations be- 
came very labored; the pulse was unobtain- 
able. She expired quietly at 8:25 a.m. on the 
twenty-third hospital day. 


Clinical Discussion 

Dr. DAVID CAYER: This 72 year old wo- 
man was apparently in good health until 
twenty-four hours before her hospital ad- 
mission. It would be difficult to account for 
the symptoms described on any basis other 
than a urinary tract infection. The sole dis- 
quieting statement is that the patient passed 
several blood clots during this period, the 
implication being that she was having gross 
hemorrhage from her urinary tract. 

The brief past history is of some value in 
giving a history of a bleeding peptic ulcer 
some ten years previously, which apparently 
had been fairly well controlled by diet. The 
duration of the gastrointestinal complaints, 
if they had not altered, would indicate that 
the present hematemesis was due to some 
benign cause. We have no information as to 
how or when the previous diagnosis of “‘pye- 
litis” was made, whether pain was present, 
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or whether it was bilateral or unilateral. 

At the time of admission the patient was 
obviously acutely and seriously ill. In all 
probability her apathy and mental confusion 
were due to the fever, dehydration, and gen- 
eralized arteriosclerosis. It would be of con- 
siderabld interest to know what her blood 
pressure had been previously. The high in- 
itia] blood count was probably indicative of 
severe dehydration and infection, since the 
patient was described as being pallid and 
later received several transfusions. The sig- 
nificant accessory clinical findings revealed 
only moderate elevation of the nonprotein 
nitrogen and slight lowering of the carbon 
dioxide combining power. The urine culture 
revealed Esch. coli, one of the most common 
pathogens in urinary tract infections. 

The patient’s three week hospital course 
can be summarized briefly by saying that 
she continued to have chills and fever, in gen- 
eral was semi-stuporous, and showed evi- 
dence of moderate to marked bleeding in the 
upper gastrointestinal tract. In addition she 
remained hypotensive, and prior to being 
digitalized had recurring episodes of extra- 
systoles and paroxysmal arrhythmia. There 
was one brief episode of transient right 
hemiparesis. In spite of persistent gross 
hematuria and a urinary tract infection 
which did not respond to antibiotic therapy, 
the final picture was not one of progressive 
renal insufficiency. Until the final forty- 
eight hours the patient voided fair amounts 
of urine, and the nonprotein nitrogen, se- 
rum chlorides, and carbon dioxide combining 
power remained within normal limits. The 
final episode of edema, bloody, frothy ma- 
terial in the pharynx, and cyanosis would 
seem to indicate congestive failure. 

I find it difficult to account for all of this 
patient’s difficulties on the basis of any sin- 
gle diagnosis. The generalized hemorrhagic 
disorders which might account for bleeding 
from the urinary and gastrointestinal tract 
can not be supported by the information con- 
tained in the summary. There was no physi- 
cal evidence of purpura, enlargement of the 
spleen, or icterus, and the single blood count 
recorded is not indicative of a blood dyscra- 
sia. 

Let us then attempt first to account for the 
urinary tract bleeding, since it was the pre- 
senting complaint. Almost all disorders in- 
volving the urinary tract may produce gross 
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hemorrhage. At least 70 per cent of the le- 
sions producing hematuria have their origin 
in the upper urinary tract. Although this pa- 
tient did have some discomfort over her blad- 
der, cystitis would not account for bilateral 
flank pain. Hematuria may accompany in- 
fection, infarction, calculus, or ‘tumor. Of 
the conditions commonly associated with in- 
fection, several may be ruled out quickly. 

With polycystic kidneys, death usually oc- 
curs by the third to the fourth decade, a pal- 
pable mass is invariably noted in one or both 
flanks, and the terminal episode is usually 
that of progressive renal failure, which was 
not present in this patient. Similarly, hydro- 
nephrosis should have been associated with 
a renal mass, and usually is not accompanied 
by massive progressive hematuria. We have 
nothing to suggest that tuberculosis may 
have been an etioiogic agent, since the chest 
plate was reported as negative and the urin- 
ary sediment was not reported to contain 
acid-fast organisms. 

Pyelonephritis occurs frequently in chil- 
dren and in old people, but is usually asso- 
ciated with some evidence of obstruction in 
the urinary tract. In such patients, nowever, 
gross hematuria is rare, and the disorder, 
if severe and progressive, ultimately results 
in the clinical picture of progressive renal 
insufficiency. 

Infarction of the kidney may also produce 
pain, fever, and hematuria. The patient was 
noted to have a grade 3 systolic murmur, 
but this could be accounted for by the sclero- 
tic changes noted in the thoracic aorta on 
the chest plate. It would be most unlikely that 
the patient had subacute bacterial endocar- 
ditis at her advanced age. The occurrence of 
auricular fibrillation, which was noted dur- 
ing her hospital stay, is quite uncommon in 
subacute bacterial endocarditis. In addition, 
the single blood culture was reported as neg- 
ative, and there was no evidence of embolic 
phenomena elsewhere. 

There is no history of a urinary calculus, 
and no radiation of pain suggestive of ure- 
teral colic. However, obstruction by a stone 
might occur without pain and might be 
missed in a flat plate of the abdomen. At 
present, therefore, it cannot be completely 
ruled out. 

A primary renal tumor, particularly if it 
eroded through the calyx, might produce as 
its first symptom massive hematuria. If as- 
sociated with necrosis and infection, it could 
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produce essentially the findings noted in this 
patient. It would not account for bilateral 
pain, however, even though the pain was 
noted to be most severe on the left. 

From the description of the hematemesis, 
it would appear that the site of hemorrhage 
was between the first portion of the duode- 
num and the mouth. The presence of coffee 
ground material is strongly suggestive of 
bleeding into the stomach, since it gives evi- 
dence of partial digestion. We have no in- 
formation which would support the diagno- 


sis of benign tumor, diaphragmatic hernia. 


with retention and ulceration, the rupture 
of an arteriosclerotic vessel, or gastritis. If 
we make the diagnosis of a malignant lesion, 
it will be necessary to disregard one of the 
few statements given in the past history — 
that of bleeding at least ten years ago. 

The most probable cause of the patient’s 
present hematemesis would certainly seem to 
be a peptic ulcer. Other extra-gastric causes 
of hemorrhage which should be considered 
are esophageal varices and other esophageal 
lesions, benign or malignant. In the absence 
of jaundice, collateral circulation, and en- 
largement of the spleen or liver, the first di- 
agnosis is untenable. Although other esopha- 
geal lesions would be possible, the informa- 
tion on which such a diagnosis might be 
based is not included in the history. Rarely, 
other abnormalities such as aneurysm of the 
aorta eroding into the esophagus may cause 
massive hematemesis and be completely mis- 
leading. 

Dr. Cayer’s Diagnoses 

It would appear that the findings in this 
patient can best be explained by multiple di- 
agnoses, and I believe the most likely to be 
as follows: 

1. Bacteremia, possibly secondary to pye- 
lonephritis or carcinoma of the kidney 
(left) 

. Bleeding from the upper gastrointes- 
tinal tract, probably due to peptic ul- 
cer 

. Generalized arteriosclerosis 

. Possible myocardial infarction with par- 
oxysmal arrhythmia and emboli to the 
brain and lungs. 


Anatomic Discussion 


Dr. JEROME O. WILLIAMS*: At autopsy 
this patient presented mild pitting edema of 


* Trainee in Cancer, National Cancer Institute. 
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the legs and mild edema of the thighs and 
eyelids. There were ecchymotic spots on the 
feet, legs, thighs and shoulders, the largest 
measuring 2.5 em. in diameter. | Petechial 
hemorrhages were noted in the conjunctiva 
and lips. 

Each pleural cavity contained 300 cc. of 
watery, non-purulent fluid. The pericardial 
cavity contained approximately 350 cc. of the 
same watery fluid. 

The other findings of interest were con- 
fined to the kidney, esophagus, and heart. 

The left kidney weighed 200 Gm., meas- 
ured 17 by 9 by 5.5 cm., and was quite ir- 
regular at the lower pole. On cut section it 
presented an irregular tumor mass in the 
lower pole, measuring 8 cm. in diameter, and 
extending into the pelvis of the kidney. The 
tumor had a variegated appearance, with 
areas of hemorrhage, degeneration, and cyst 
formation. 


The lower third of the esophagus contained 
an ulcer 2 cm. in diameter, just 3 cm. above 
the junction of the esophagus with the stom- 
ach. This ulcer had a soft, necrotic base. 

The heart weighed 350 Gm. Two calcified 
growths were present on the auricular sur- 
face of the mitral valve, the larger measur- 
ing 2 by 2 cm., the smaller 2 by 1 cm. There 
were numerous small, friable, vegetative 
growths on the mitral valve. A blood culture 
taken from the right auricle was sterile. A 
culture made from the vegetative growths 
on the mitral valve showed a pure growth 
of Esch. coli. The heart otherwise revealed 
nothing abnormal. 

The spleen contained a small infarct and 
multiple small abscesses. The entire bowel 
revealed numerous diverticula. 

Microscopically the tumor in the kidney 
was a well circumscribed mass with a thin 
capsule of fibrous tissue. The cells of the tu- 
mor were arranged in individual acini, and 
appeared to be quite regular in appearance 
in most areas. The nuclei of the cells were 
hyperchromatic and the cytoplasm was clear. 
This is the picture seen in “clear cell” or so- 
called “renal cell’? carcinoma of the kidney. 

Microscopic examination of the liver and 
spleen revealed an acute serous hepatitis and 
acute splenitis with an infarct. 

Adenocarcinomas of the kidney are often 
found unexpectedly at necropsy, usually in 
kidneys which show evidence of previous dis- 
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ease. In this case there was no gross or mi- 
croscopic evidence of metastasis. 

The calcified mitral annulus fibrosus rep- 
resented a long standing process within this 
valve. This calcification is usually due to 
some previous disease of the valve, such as 
rheumatic fever; or it may represent a pro- 
cess in the mitral valve corresponding to the 
change seen in the aortic valve in cases of 
calcified aortic stenosis associated with gen- 
eralized arteriosclerosis. In our case the lat- 


ter explanation would seem to be more likely, » 


since the patient presented generalized ar- 
teriosclerosis but had no microscopic evidence 
of rheumatic fever. 

The vegetative growths on the valve were 
apparently recent. A pure culture of Esch. 
coli was obtained from the valves, while a 
blood culture was sterile. It has been shown 
that these areas of bacteria are frequently 
covered over with fibrin or fibrous tissue, 
which occasionally becomes calcified. This 
process would keep the organisms out of the 
circulating blood. 

The ulcerative lesion on the posterolateral 
wall of the esophagus was compatible with a 
peptic ulcer. In a few areas adjacent to this 
ulcer we observed epithelium which resem- 
bled gastric mucosa. These ulcers are thought 
to come about in much the same manner as 
peptic ulcers in the duodenum or stomach. 
The presente of the stomach tube may have 
contributed to the production of an ulcer in 
this patient. 


Anatomie Diagnoses 

1. Carcinoma of the left kidney, with ulcer- 
ation of the mucosa of the renal pelvis 

2. Calcification of the mitral annulus fibro- 
sus 

3. Acute bacterial endocarditis on the poster- 
ior leaflet of the mitral valve, due to Esch. 
coli, with infarctions of spleen and kid- 
neys, acute serous hepatitis, acute splen- 
itis, and petechiae in the conjunctivae and 
skin. 

4. Acute and subacute ulceration of the eso- 
phagus, with diffuse esophagitis 

5. Subacute hemorrhagic cystitis 

6. Diverticulosis of the duodenum, jejunum, 
and colon 

7. Apical scarring in the left lung 

8. Hydrothorax and hydropericardium 


4 

| 
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Committees and Organizations 


CANCER COMMITTEE 


TOWARD EFFECTIVE CANCER 
CONTROL 


CHARLES S. CAMERON, M.D.* 
NEW YORK 


Nowhere in the world do voluntary health 
agencies flourish in such abundance as they 
do in the United States. They are an expres- 
sion of the charitableness of our people to- 
ward those less fortunate, and they are tes- 
timony to the democratic spirit of Americans 
in organizing and working cooperatively fer 
the common good. 

The American Cancer Society, a venerabie 
member of the family of health agencies, 
should be thoroughly known to all doctors, 
for its services are many. Through its na- 
tional office in New York, its sixty-one char- 
tered divisions and 2,613 county branches, it 
conducts a broad-based year-round effort to 
control cancer, one of the foremost medical 
problems confronting us. 

The control of cancer eventually will come 
through an understanding of cancer’s caus- 
es, means of prevention, and effective treat- 
ment methods; this knowledge waits on re- 
search. The Society has recognized the im- 
portance of intensified investigative efforts 
in the field of growth, and spends 25 per 
cent of its income in the support of such stu- 
dies and in the training of young scientists 
to carry them forward. During the present 
year this support amounts to $3,500,000. The 
total research expenditure for the past five 
years is $13,153,560. 

A substantial measure of control over can- 
cer can be achieved today with the knowl- 
edge already at hand. The disparity between 
cancer’s curability and the cures being 
achieved is striking. For example, cancer of 
the breast is curable in 80 per cent of pa- 
tients who are treated when the disease is 
confined to the breast; yet the country-wide 
cure rate is less than 35 per cent. When can- 
cer of the rectum is confined to the mucosa, 
cure rates of 70 per cent have been reported ; 
yet the over-all rate of cure is about 11 per 
cent. Similar differences hold for most forms 


* Medical and Scientific Director, American Cancer So- 
ciety, New York, N. Y. 
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of the disease. In order to achieve a larger 
measure of cures, the American Cancer So- 
ciety engages in an intensive educational and 
publicity campaign, based on knowledge of 
cancer’s early signs and symptoms (the 
Danger Signals), and the value of periodic 
physical examinations, 

April is the month when the American 
Cancer Society makes its annual appeal to 
the public for support of its programs. As 
more and more of our people live longer, 
the incidence of cancer increases. As the 
problem becomes more widespread, so must 
the effort to control the disease be intensi- 
fied. The Society is dedicated to the principle 
that through education an effective measure 
of cancer control may be achieved at this 
time. 

Improved services to patients with cancer 
are provided by support of cancer clinics, or- 
ganized programs of cancer detection, and 
information services; these efforts are aug: 
mented by a corps of volunteers who provide 
loan closets, transportation services, recre- 
ational activities, and dressings. 

Of immediate interest to doctors is the pro- 
fessional education program. During the past 
year, three monographs of a series dealing 
with cancer by anatomic site have been dis- 
tributed to practicing physicians throughout 
the country. The series will be continued this 
year, with distribution at three-month in- 
tervals. 

The professional journal Cancer, which 
first appeared in May, 1948, has been well 
received by clinicians and investigators in- 
terested in the problems of abnormal growth. 
A series of motion pictures for professional 
audiences, treating the problems of early di- 
agnosis of cancer by anatomic site, has been 
outlined. Two of the films have been released 
—the first concerned with the general prob- 
lem of the early diagnosis of cancer, and the 
second concerned specifically with the early 
diagnosis of cancer of the breast. A third, 
covering cancer of the gastrointestinal tract, 
is in preparation and will be released this 
year. 

A new publication of the Society will ap- 
pear this year, and will be distributed bi- 
monthly to practicing physicians throughout 
the country. Topics of interest to the general 
practitioner will be presented in digest form, 
together with brief abstracts of significant 
papers appearing in the literature. Clarity, 
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brevity and general interest will be stressed. 
It is the Society’s hope that this digest will 
be accepted by the busy physician for whom 
it is planned. ‘ 

The library of the Society publishes month- 
ly a bibliography of the current cancer lit- 
erature which is available on request to phy- 
sicians, research workers, and libraries. The 
library will prepare, on request, bibliogra- 
phies on any topic related to the field of can- 
cer. A package lending library has been es- 
tablished which will supply reprints, on a 
loan basis, to any physician or investigator 
requesting the service. 


CORRESPONDENCE 


363 North Elm Street 
Greensboro, N. C. 


March 15, 1950 
To the editor: 


A tabulation of the 2360 names in our 
1949 State Society Roster according to fields 
of practice was recently made for our Com- 
mittee on Prepaid Medical Service Insurance 
Plan, and was verbally presented to the re- 
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cent Special Session of the House of Dele- 
gates. It has been requested that these data 
be published for future reference. 
Fifty-nine physicians list no field of prac- 
tice, and could not be tabulated. Since this 
analysis was concerned with the proposed 
insurance plan, the following groups were 
also omitted: public health (74), tuberculo- 
sis (29); psychiatry (28), pathology (18), 
clinical pathology (4), industrial medicine 
(8), insurance (1), medical education (3), 
hospital administration (2), hospital resi- 
dent (3), and pharmacology (1). Thus, 230 
names are omitted, and the remaining 2130 
physicians, whose cooperation with the in- 
surance plan is earnestly desired, are in- 
cluded in the table below. Twenty-two physi- 
cians who listed two fields of practice were 
tabulated only once, in the broader specialty 
(“surgery and gynecology” as “surgery”). 
The classification of internal medicine in- 
cludes 4 allergists, 4 cardiologists, and 1 
gastroenterologist. Surgery includes 15 men 
who list themselves in “general practice and 


surgery.” 
O. Norris SMITH, M.D. 


Stated Field Total Diplomates 
of Practice No. Percent, No. Percent. 
General ; 895 42.0% 
Internal medicine............ ca 244 11.5% 78 32.0% 
118 5.3% 42 37.2% 
Ophthalmology and 

otorhinolaryngology 150 
Otorhinolaryngology 27 207 9.7% 62 30.0% 
Ophthalmology 29 
Otology 1 
Obstetrics and ) 

neco 

136 6.4% 41 30.1% 
Gynecology 10 } 
Urology ...... 52 2.5% 23 44.2% 
Orthopedics.. ; 29 1.3% 19 65.5% 
Proctology.............. 11 0.5% 
Neurosurgery 6 0.03% 3 50.0% 
Plastic surgery... 0 0 1 
Radiology 49 2.3% 35 71.4% 
Anesthesia... 10 0.5% 2 20.0% 


* 3345 per cent of the specialists in fields where boards exist are diplomates (412 out of 1235). 


412 
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1306 medical 
practitioners 
61.3% of total. 
q 
765 surgical 
specialists; i 
36% of total. 
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PRESIDENT’S MESSAGE 
GENERAL PRACTICE 


A very happy development in medicine is 
the tremendous strengthening of general 
practice as a specialty. The American Acad- 
emy and the North Carolina Academy of 
General Practice, in their respective spheres, 
fill very important places in the medical 
world. 

General practitioners are, for several rea- 
sons, the most significant subsidiary medical 
group within the state. 

They, together with the internists, consti- 
tute more than 61 per cent of the members 
of the Medical Society of the State of North 
Carolina, and are, therefore, a majority. 

They have it within their power to guide 
and profoundly influence the affairs of the 
State Society. They are in a favorable posi- 
tion to determine the quality of professional 
service rendered and to educate the laity as 
to its value. 

They continue to have the confidence of 
the public and are the most valuable of all 
of our public relations agencies. 

They are the trusted family physicians 
of our lawmakers and may, therefore, influ- 
ence medical legislation to a greater extent 
than any other group. 

Every general practitioner in the state 
should hasten to become a member of the 
Academy. Not only will his professional life 
be stimulated, but he will acquire an influ- 
ence heretofore denied him. It may well be 
that the rapidly developing organization of 
general practitioners will become the agent 
which will save our medical system from 
destruction at the hands of the government. 

Our medical schools would do well to con- 
sider the establishment of Departments of 
General Practice, directed by general prac- 
titioners. Such recognition of general prac- 
tice as a specialty would do much to attract 
young men to this most fundamental branch 
of medicine, to the great profit of the public 
and medicine as a whole. 

G. W. MurpuHy, M.D. 


BULLETIN BOARD 


RURAL HEALTH COMMITTEE 

The program of the Rural Health Com- 
mittee of the North Carolina Medical Society 
is progressing very satisfactorily. Three 
counties in the western part of the state— 
Alexander, Watauga, and Caldwell Counties 
—have organized rural health councils under 
the able direction of our health educator and 
consultant, Miss Charlotte Rickman, These 
councils have formulated programs at the 
community level and are studying ways and 
means of improving local health conditions 
in a democratic way. The cooperation of 
county health departments, civic clubs, and 
farm and home demonstration groups has 
been very gratifying. 

Plans are now under way to switch the 
activities of the Committee to the eastern 
part of the state, and it is anticipated that 
councils will be organized in Wayne and 
Halifax Counties immediately. 

The Committee feels that organized effort 
on the part of the Medical Society and of all 
other groups interested in health measures 
is the most effective way to improve health 
conditions in our state, to fight political 
medicine, and to improve public relations. 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


Dr. Carl Muschenheim of New York, formerly 
associate professor of clinical medicine at Cornell 
University Medical College, will be the featured 
speaker on the program of the North Carolina Tru- 
deau Society, to be held in Durham, May 22. The 
complete program is as follows: 
2:00 p.m.—Drug Therapy in Tuberculosis. — Dr. 
Carl Muschenheim, New York, New 
York 

2:30 p.m.—Some Effects of Salicylic Acid and Re- 
lated Substances on the Tubercle Bacil- 
lus—Dr, Frederick Bernheim, Durham 

3:15 p.m.—Thoracic Surgery—Dr. James J. 

Murphy, Oteen 
3:45 p.m.—Histoplasmosis in North Carolina—Dr. 

Robert J. Murphy, Chapel Hill 

—Dr. William Peck, McCain 

—Miss Blanche Vincent, R.N., Raleigh 

Evening Session 

—A Review of the Treatment of Pulmo- 
nary Tuberculosis— Dr. Paul Ringer, 
Asheville 

—Looking Forward in the Treatment of 
Pulmonary Tuberculosis—Dr. J. B. 
Stocklen, Cleveland, Ohio 


* * 


The Southern Tuberculosis Conference will hold 
its annual meeting September 21-23 at Hotel Roa- 
noke, Roanoke, Virginia. The theme of the meeting 
this year will be The Crisis: The Non-Hospitalized 
Patient. 
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NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


Another weapon against cancer in North Caro- 
lina was put into action at Durham, on March 7. 
There already are in operation ten stationary clinics, 
located at strategic centers throughout the state, 
but these examine only five areas of the body for 
the detection of cancer—namely, the throat, the 
breast, the skin, the genitalia, and the rectum, in- 
cluding the prostate. Examinations for cancer of 
the stomach and esophagus now will be made, but 
only in one place at a time—that is, where the new 
equipment is stationed. 

This new piece of ara is known as a Gastric 
Cancer Detection Mobile. It will provide examina- 
tions for between forty and fifty patients daily. The 
outstanding feature of this rapid survey equipment 
is the 70 mm. Schmidt-Helm high speed camera, one 
of only five of its kind in the country at the present 
time. It is expected to remain in Durham for approx- 
imately three months, after which it will be moved 
to the site of another clinic. In due time the mobile 
unit will be carried to every point at which a clinic 
has been established. 

Discussing new equipment, Dr. J. W. R. Norton, 
State Health Officer, said: 

“The early detection of cancerous or pre-cancerous 
lesions is the primary objective of our program. A 
further aim is an accumulation of statistics of the 
presence of such lesions within specified age groups. 
it should be emphasized that this screening of the 
population is being undertaken in an effort to eval- 
uate the photofluorographic method, and for diag- 
nostic purposes only, as patients are referred to 
their private physicians for any treatment needed. 

“Cancer reports show that approximately 60,000 
men and 40,000 women, above the age of forty, 
throughout the country, develop cancer of the di- 
gestive tract every year. This emphasizes the value 
of the State Board of Health’s new equipment to 
detect cancer in the esophagus and stomach, Of the 
100,000 men and women over forty who develop 
cancer in the digestive tract, sixty per cent die with- 
in twelve months after their cases are diagnosed. A 
considerable factor in this high death rate is delay. 
This fact is still another evidence of the importance 
of North Carolina’s new equipment. It is also 
pointed out that deaths from cancer of the digestive 
system account for five per cent of deaths from any 
cause in the United States, and between forty-five 
and fifty per cent result from cancer of the stomach, 
itself,” 

Dr. W. W. Vaughan, head of the radiology depart- 
ment at Watts Hospital in Durham, and Dr. Robert 
J. Reeves, who occupies a similar position at Duke, 
willl serve as consultants with the new mobile unit, 
with Walter Lee Horton, Jr., of Raleigh, as techni- 
cian in charge. 

This screening of the population is being under- 
taken to evaluate the photofluorographic method. 
After 10,000 persons have been examined, it is pro- 
posed to analyze the results statistically and thus 
arrive at conclusions based on first hand experience. 

* * * 


The most serious epidemic that occurred during 
1949 was the measles outbreak, which resulted in 86 
deaths from that juvenile disease, as compared with 
only 5 during the preceding year. On the other hand, 
deaths from poliomyelitis totaled only 22, as com- 
pared with 139 during the epidemic year of 1948. 

Last year’s vital statistics report shows that 
deaths from automobile accidents, according to the 
method of computation used by the Vital Statistics 
Bureau, totaled 960, as compared with 825 the pre- 
vious year. Accidents other than those caused by 
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gasoline machines claimed 1,308 victims in 1949 as 
compared with 1,455 in 1948. 
* 


North Carolina was the first state in the Union 
whose health department employed a Negro physi- 
cian for full-time service. Dr. Walter J. Hughes for 
many years worked faithfully among the men, 
women and children of his race, in order to bring 
them to an acceptance of all the benefits of public 
health. 

Between 1920 and 1948, the white death rate 
dropped from 11.2 per 1,000 population to 7.3. Show- 
ing an even sharper decline, the Negro death rate 
fell from 16.0 to 9.4 per 1,000 population—a de- 
crease of 6.6. 

The North Carolina State Board of Health is glad 
to take this opportunity to acknowledge National 
Negro Health Week and to pay tribute to those 
faithful souls among the members of the Negro 
race who have fought so valiantly to improve the 
health of their people and who have shown such a 
fine spirit of cooperation, 


News NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


“A Study of the Toxicity of Radiophosphorus” by 
Dr. W. E. Cornatzer, Dr. George T. Harrell, Jr., 
Dr. David Cayer, and Dr. Camillo Artom was pre- 
sented by title at the fourth annual meeting of the 
Southern Society for Clinical Research in New Or- 
leans, on March 18. 

Dr. Harrell was elected secretary-treasurer of the 
society. 

* ok 

Dr. Robert L. McMillan, associate professor of 
internal clinical medicine, conducted courses for the 
University of North Carolina Extension Division at 
Wilson and Wilmington on March 11 and 23. He 
discussed the “Diagnosis and Management of Con- 
gestive Heart Failure in General Practice,’ the 
“Diagnosis and Treatment of Disorders of Heart 
Rhythm,” and “Management of the Heart in Major 
Surgical Operations.” 

* * 

Dr. Harold D. Green, professor of physiology and 
pharmacology, and Dr. Jerry K. Aikawa, research 
fellow in internal medicine, have recently received 
grants from the American Heart Association for 
1950-51. Dr. Green’s grant of $4,725 is for work on 
the cause of constriction of blood vessels. Dr. Aika- 
wa’s grant of $3,150 is for further study in the 
field of rheumatic fever. 

* * * * 

Dr. Marjorie Swanson, assistant professor of bio- 
chemistry, is one of five young scientists in the 
United States to receive travel awards of $500 each 
to attend sessions of the eighteenth International 
Physiological Congress in Copenhagen, Denmark, 
August 15-18. The awards are made once every 
three years by the executive committee of the Fed- 
eration of American Societies for Experimental 
Biology on the basis of papers submitted by scien- 
tists under 35 years of age in the physiological 
field. Dr. Swanson’s subject was “Phosphatases of 
the Liver.” The papers of award winners will be 
presented at the Congress. Dr. Camillo Artom, pro- 
fessor of biochemistry, will not attend the Congress, 
but will have a paper presented there. 

ok * * * 


Dr. William A. Wolff, associate professor of clin- 
ical chemistry and toxicology; Dr. George T. Har- 
rell, Jr., professor of internal medicine; and Dr. 
David Cayer, associate professor of internal medi- 
cine, have been recently elected to membership in 
the Society for Experimental Biology and Medicine. 


j 
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Dr. Ernest H. Yount, Jr., instructor in clinical 
medicine, has recently received a grant from the 
John and Mary R, Markle Foundation for research 
in degenerative and metabolic diseases, The grant 
of $25,000 is to run for five years. 4 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Drs. Charles W. Hooker, C. D. Van Cleave, and 
Arthur V. Jensen attended the meeting of the Amer- 
ican Association of Anatomists in New Orleans on 
April 5, 6, and 7. A paper was presented by Dr. 
Hooker. 

* * * * 

Members of the staff who presented papers before 
the Atlantic City meetings of the Federation of 
American Societies for Experimental Biology, April 
17-22, were Dr. John H. Ferguson and Dr. Jessica 
H. Lewis, John Nichols and Dr. A. T. Miller, and 
Inez Green and Dr. E. P. Hiatt of the Department 
of Physiology; Dr. James C. Andrews and John F. 
R. Kuck, Robert L. Golby and Dr. Granvil C. Kyker, 
and Dr, Lytt I. Gardner of the Department of Bio- 
logical Chemistry and Nutrition; and Drs. John B. 
Graham, George D. Penick, and K. M. Brinkhous 
of the Department of Pathology. 


Drs. Charles W. Hooker and C, T. Kaylor of the 
Department of Anatomy and Dr. Lytt I. Gardner 
of the Department of Biological Chemistry and Nu- 
trition attended the forty-first annual meeting of 
The American Association for Cancer Research, 
Inc., in Atlantic City on April 16, 17, and 18. Dr. 
Hooker, who is secretary-treasurer of this organiza- 
tion, and Dr. Gardner presented papers. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Dr. Samuel Preston Martin, associate in medicine, 
has been awarded a $25,000 grant by the Markle 
Foundation. 

Duke is one of three universities to receive Markle 
awards for each of the three years they have been 
established. 

Funds from the grant will enable Dr. Martin to 
continue research on resistance to infectious dis- 
eases, especially tuberculosis and diseases caused 
by invasion of the blood by bacteria. He will also 
study the effects of the newer antibiotic drugs. 

* 

Dr, Philip Handler has been named professor of 
biochemistry and nutrition and chairman of the de- 
partment of biochemistry in the Duke University 
School of Medicine. Dr. Handler, who joined the 
Duke staff in 1939 as associate in physiology, nutri- 
tion and biochemistry, succeeds the late Dr. 
Perlzweig, who died last December. 

A native of New York City, Dr. Handler received 
the B.S. degree from City College of New York in 
1936 and M.S. and Ph.D. degrees from the Univer- 
sity of Illinois in 1937 and 1939. 


DUKE MEDICAL SCHOOL POSTGRADUATE 
COURSES 


The next Postgraduate Course of the Duke Uni- 
versity School of Medicine will be held on June 12- 
15. The program will consist of formal lectures in 
the morning, ward rounds in the afternoon, and 
round-table discussions in the evening. The faculty 
of the Duke University School of Medicine will serve 
as instructors for the course. 
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EASTERN SURGICAL ASSOCIATION 


The Eastern Surgical Association met in Winston- 
Salem on March 31 and April 1, with Dr. W. H. 
Sprunt serving as host, Dr. Cecil Drinker of Boston 
spoke on “Clinical Physiology of the Lung.” Other 
speakers, all from the Baptist Hospital and the 
Bowman Gray School of Medicine, were Dr. Sprunt, 
Dr. Wayne Cline, Dr. Louis Shaffner, and Dr. Rich- 
ard Myers. The program included operative cases 
at the Baptist Hospital on Friday and Saturday 
mornings, the annual dinner, and a visit to Gray- 
lyn, with a demonstration of newer techniques by 
Dr. Lloyd J. Thompson, professor of neuropsy- 
chiatry. 


THIRD DISTRICT MEDICAL SOCIETY 


The Third District Medical Society held its spring 
meeting at the Cape Fear Club in Wilmington on 
April 7. 

Guest speakers were Drs. James Hendrix and Will 
Sealy of Duke Hospital, who conducted a medical 
and surgical conference. Two unusual cases were 
presented, with a discussion of the problems in diag- 
nosis and surgical management. More than fifty 
doctors from the southeastern part of North Caro- 
lina were present. 

Officers elected for the coming year were Dr. 
Victor R. Small of Clinton, president, succeeding 
Dr. A. McR. Crouch of Wilmington; Dr. William 
Turlington of Jacksonville, svcceeding Dr. DeWitt 
Clark of Clarkton as vice president; and Dr. E. G. 
Goodman of Wilmington, who was re-elected secre- 
tary-treasurer. 


FIFTH DISTRICT MEDICAL SOCIETY 


The spring meeting of the Fifth District Medical 
Society was held at the North Carolina Sanatorium 
at McCain on April 6. 

Speakers on the afternoon program were Dr. 
J. S. Harris of Durham, Drs. H. H. Bradshaw and 
E. L. Alexander, Jr., of Winston-Salem, and Dr. 
J. P. Satterwhite of McCain. Dr. W. Reece Berryhill 
of Chapel Hill spoke at the dinner meeting, held in 
the main dining room of the Sanatorium. 


EIGHTH DISTRICT MEDICAL SOCIETY 


The Randolph County Medical Society was host 
to the Eighth District Medical Society at a meeting 
held in Asheboro on April 5, at the Sunset Theatre. 
Speakers on the afternoon program were Dr, H. 
William Scott, Jr., of Baltimore, Dr. Ralph M. 
Tyson of Philadelphia, and Dr. Eugene A. Stead of 
Durham, Their papers were discussed by Dr. H. H. 
Bradshaw of Winston-Salem, Dr. Samuel F. Ravenel 
of Greensboro, and Dr. George T. Harrell of Win- 
ston-Salem. Following a social hour at the home of 
Dr. J. L. Fritz and a tour of the Randolph Hospital, 
a dinner meeting was held at the Kiwanis Teen 
Age Building. Senator Frank P. Graham gave the 
address at this meeting. 

Officers of the Eighth District Medical Society 
are Dr. B. F. Barham, president; Dr. Frank Edmond- 
son, vice president and Dr. William E. Woodruff, 
secretary-treasurer. Dr. James H. McNeill of North 
Wilkesboro is councilor of the Eighth District. 


CATAWBA VALLEY MEDICAL SOCIETY 


The Catawba Valley Medical Society held a dinner 
meeting in Morganton on March 27. The program 
consisted of papers by Drs. G. M. Billings, Beverly 
Hairfield, and William Patton, all of Morganton. 
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EDGECOMBE-NASH COUNTIES MEDICAL 
SOCIETY 


The Edgecombe-Nash Counties Medical Society 
held its regular monthly meeting on Wednesday, 
March 8, 1950, Representatives of E. R. Squibb and 
Son presented a movie entitled, “The Administra- 
tion of Proteins in Hospital Practice.” 


CARTERET COUNTY MEDICAL SOCIETY 


The Carteret County Medical Society on March 
13 held its regular monthly meeting at the More- 
head City Hospital. This was a dinner meeting, the 
hospital acting as host. 

C. L. Beam, director of the local Veteran’s Bureau, 
presented to the society the rules and regulations 
for the hospitalization of ex-service men and the 
relationship between the private practitioner and the 
VA. His talk was freely discussed and it seemed 
to be the general opinion that the VA regulations 
should be revised so as to give better and more 
prompt medical and hospital service to the ex- 
service man. 

Dr. C. S. Maxwell of Beaufort, secretary of the 
society, was nominated “doctor of the year” to rep- 
resent the Carteret County Medical Society. 

Dr. S. W. Thompson, president of the Second Dis- 
trict Medical Society, made a progress report on 
the coming meeting of the society, to be held in 
Morehead City; the tentative date is set as May 24. 

It was announced that the speaker at the April 
meeting will be Dr. H. S. Willis, Superintendent of 
the North Carolina Sanatoria, whose topic will be 
“The Antibiotics and Surgery in the Treatment of 
Pulmonary Tuberculosis.” 

Reported by N. Thomas Ennett, M.D. 
Corresponding Secretary 


NorTH CAROLINA CEREBRAL PALSY HOSPITAL 

A dedication ceremony for the North Carolina 
Cerebral Palsy Hospital in Durham was held on 
March 30. 


NEws NOTES 


Dr. William Maurice Fresh of Hickory died on 
March 5, at the age of 68, of carcinoma of the pros- 
tate, with multiple metastases. Dr. Fresh was an 
honorary fellow of the State Medical Society. 

* * * 

Dr. Dan P. Boyette has moved from Kinston to 

Ahoskie, North Carolina. 
* 

Dr. Andrew Jackson Crutchfield, formerly assist- 
ant professor of medicine at the University of Vir- 
ginia, has opened offices at 610 West Fifth Street, 
Winston-Salem, for the practice of internal medi- 
cine, with special attention to cardiovascular disease. 

* 

Dr. F. L. Gobble, Jr., has announced the opening 
of his office for the practice of obstetrics and gyne- 
cology, at 612 West Fifth Street, Winston-Salem. 


AMERICAN SOCIETY FOR THE STUDY OF 
STERILITY 
The sixth annual conference of the American So- 
ciety for the Study of Sterility will be held at the 
Sir Francis Drake Hotel in San Francisco on June 
24 and 25. 
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News NOTES FROM THE AMERICAN MEDICAL 
ASSOCIATION 


Survey of Physicians’ Incomes 

Late in April the Bureau of Medical Economic 
Research of the American Medical Association and 
the Office of Business Economics of the U. S. De- 
partment of Commerce will jointly conduct a survey 
of physicians’ incomes. 

The Bureau has been authorized by the A.M.A. 
Board of Trustees to cooperate in this survey, which 
the Department of Commerce had planned to con- 
duct alone. It will be the first full-scale survey by 
the department of physicians’ incomes since 1941. 

An analysis of the results will be published by 
the Department of Commerce next fall in its month- 
ly publication, “Survey of Current Business.” Its 
August, 1949, and January, 1950, issues had pub- 
lished similar analyses of surveys of incomes of 
dentists and lawyers, respectively, made jointly with 
the American Dental Association and the American 
Bar Association, 

There is evidence that the national averages in 
some surveys have been too high because physicians 
who do not have bookkeepers to fill out question- 
naires do not reply in sufficient numbers. Accord- 
ingly, the Bureau emphasizes the importance of all 
doctors, especially those with a relatively small 
practice, filling out the questionnaires. 

Accurate postwar data on physicians’ incomes is 
badly needed in order to develop better estimates 
of how much the American people nav to physicians. 

Every physician can be assured that the survey 
has no relation whatever to the overations of the 
U. S. Bureau of Internal Revenue. There is no way 
bv which the Department of Commerce could have 
obtained the needed information from the Bureau 
of Internal Revenue—hence the questionnaire sur- 

A.M.A. Golf Tournament—Monday, June 26 

C. E. Shannon, M.D.. Chicago, President of the 
American Medical Golfing Association, announces 
that the 34th Tournament will be held on the two 
verv attractive golf courses of the Olympic Golf 
Club. San Francisco, on Monday, June 26, on the 
opening day of the 1950 A.M.A. Annual Session. 

The detailed program of the AMGA Tournament 
will apvear in the Convention Number of the AMA 
Journal. 

Applications for membership may be obtained by 
writing to Secretary Bill Burns, 2020 Olds Tower, 
Lansing 8, Michigan. 

+ * * * 
Revised Edition of Motion Picture Reviews 
Now Available 

The Committee on Medical Motion Pictures of the 
American Medical Association has completed the 
second revised edition of the booklet entitled Re- 
views of Medical Motion Pictures. This booklet now 
contains 225 reviews of medical and health films 
reviewed in The Journal of the American Medical 
Association to January 1, 1950. Each film has been 
indexed according to subject matter. The purpose 
of these reviews is to provide a brief description 
and an evaluation of motion pictures which are 
available to the medical profession. Each film is re- 
viewed by competent authorities and every effort 
has been made to publish frank, unbiased comments. 
Copies are available at a cost of 25 cents each fron: 
Order Department, American Medical Association, 
535 North Dearborn Street, Chicago 10, Tlinois. 
(BULLETIN BOARD CONTINUED ON PAGE 223) 
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AUXILIARY 


We, the women of the Auxiliary to the 
North Carolina Medical Society, have just 
reason to be proud of the wonderful prog- 
ress which we have made with our programs 
of helpfulness since we were first organized 
on April 18, 1923. 

In the beginning, the Auxiliary was more 
of a social organization, our duties being to 
outline plans for the entertainment of doc- 
tors’ wives and daughters at the annual and 
district meetings. It was not long before 
we felt that this was not enough to be doing. 
Therefore, we began to look for something 
worthwhile to do, and from this search our 
first major project was born, which in later 
years was known as “The McCain Bed.” 

It was in 1928 that the late Mrs. R. 8S. Mc- 
Geachy, a very attractive and beloved mem- 
ber, suggested the project, which was to be 
the upkeep of a bed at the Sanatorium. This 
bed was to be used for doctors, or members 
of doctors’ families, with second preference 
given to nurses; if not needed by these, the 
bed was to be used by anyone approved by 
the superintendent of the Sanatorium. A few 
years later the bed was changed from an an- 
nual to a permanent project, and named “The 
McCain Bed,” in honor of the late Dr. Paul 
P. McCain (who was then, and until his pass- 
ing, superintendent of the Sanatorium) and 
his wife, Sadie McBrayer McCain, organiz- 
ing and first president of the Medical Aux- 
iliary. Since that time we have had doctors, 
doctors’ children, nurses, and several others 
to occupy the bed. We have now, as our guest 
patient, a young physician, Dr. Paul Toms, 
who was admitted on December 1, 1949, and 
is improving satisfactorily. 

In 1935, the late Mrs. J. B. Sidbury was 
instrumental in establishing an endowment 
fund for the McCain Bed. This fund has in- 
creased steadily through the years, with con- 
tributions being sent from interested individ- 
uals and from the county auxiliaries. 

We have always been very ambitious for 
this fund, looking to the future, when the 
$10,000.00 McCain Endowment Fund would 
be paid in full, and the interest used to take 
care of a patient’s expenses in the bed. This 
will be a certain assurance that the McCain 
Bed will live forever. 
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When Dr. McCain, whose life was devoted 
to the Sanatorium and its suffering human- 
ity, left us so suddenly, we each felt a per- 
sonal loss, but quickly realized that our loss 
could not begin to compare with that of the 
patients at the Sanatorium. It was then that 
our president, Mrs. Frederick R. Taylor, had 
the idea of completing the endowment fund 
as a fitting memorial to one who had given 
so much to his fellow man, and required so 
little in return. Each year since this great 
tragedy we have tried to reach our goal, only 
to fall short. This time our hopes are high, 
with but one thought—this year is “it,” and 
we shall go over the top. “We cannot fail; we 
must not fail.” 

In May, 1930, another project was started, 
known as the “Student Loan Fund.” This 
fund is for the purpose of making loans to 
North Carolina doctors’ children who can- 
not, without this help, complete their college 
education. This loan is to be made for the 
junior or senior year in college, or for spe- 
cial work. The amount is limited to $100.00 
a year for a period of two years to one in- 
dividual. Since these funds have been made 
available, loans have been made to several 
boys and girls to help them complete their 
education. During the past few years, be- 
cause of the government’s aid to students, no 
requests for loans have been made; but one 
is pending at the present time. 

After our three projects were well estab- 
lished, our eyes turned this time to the moun- 
tains, and a new venture in the form of an- 
other bed to support. In 1940, during the 
administration of Mrs. C. F. Strosnider, it 
was voted that we maintain a bed in the 
Western North Carolina Sanatorium, at 
Black Mountain. In 1941, this bed was named 
the “Stevens Bed,” in loving memory of Dr. 
Martin L. Stevens of Asheville, who did so 
much to help the mountain people and who 
gave so much of himself to fight the dreaded 
disease of tuberculosis. 

In 1944, Mrs. Martin L. Stevens donated 
$1,000.00 to start the Martin L. Stevens En- 
dowment Fund, in memory of her late hus- 
band. At this time, Mrs. Stevens requested 
that this $1,000.00, and like funds to follow, 
be put in United States Government Bonds, 
Series G, and that the interest be used for 
the maintenance of the Stevens Bed. 

Dr. W. G. Byerly, a former guest of the 
bed, together with interested friends and 
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county auxiliaries, have made liberal contri- 
butions, and to date, over $8,000.00 has been 
paid into this fund. 

In April, 1949, Dr. Marcellino Guzman, a 
young Filipino physician who was the resi- 
dent surgeon in the Western North Carolina 
Sanatorium, became ill from a flare-up of 
tuberculosis, which he had suffered before, 
and was placed in the Stevens Bed. He is our 
guest patient at this time. 

It seemed that our ambitions knew no 
bounds, and in May, 1944, we started on a 
new project, “another bed”—this time in the 
Eastern North Carolina Sanatorium at Wil- 
son, North Carolina. A committee was ap- 
pointed to raise funds to launch this new 
project, and several names were submitted 
for the bed. The name of Dr. George M. 
Cooper of Raleigh was chosen, and the new 
bed was christened, “The Cooper Bed.” 

Mrs. Major I. Fleming of Rocky Mount, 
a very active member of the Auxiliary, was 
selected as chairman for the Cooper Bed 
when it was first founded, and has remained 
so ever since. Under her very capable guid- 
ance, this bed has made marvelous progress. 
Mrs. Fleming is also responsible for estab- 
lishing a $10,000.00 endowment fund for the 
future care of the Cooper Bed. 

During the few years since this bed was 
started, it has been occupied by several doc- 
tors and nurses, and one other patient not of 
the profession. At the present time we have 
as our guest in this bed Dr. H. E. Brooks of 
Clayton, North Carolina, who was admitted 
to the Eastern North Carolina Sanatorium on 
April 21, 1949. Dr. Brooks is in his early 
fifties and was a practicing physician in 
Clayton until he was advised to give up his 
work and go to bed. Since being at the Sana- 
torium, he has made satisfactory progress. 

Before bringing this article to a close, I 
would like to call attention to the fact that 
at this time all three Sanatoria Beds are oc- 
cupied by doctors. It is most gratifying to 
feel that we have a part in helping to re- 
store health to these, “the guardians of our 
health.” 

MRS. MILLARD D. HILL, Raleigh 
Chairman of Activities 
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Classified Advertisements 


YOUNG PHYSICIAN WANTED FOR 
GENERAL PRACTICE 


The services of a young physician are desired 
in Mt. Olive, North Carolina. Town of 4,000 
population and thriving surrounding farm 
area offer fine opportunity for location. 
Office facilities in heart of business district 
always occupied by physicians will be offered 
rent free until physician establishes himself. 
Mt. Olive stands 13th in the state in the num- 
ber of rural patrons served by its postoffice, 
all of whom are dependent upon the town for 
its medical service. Interested parties should 
get op touch with Mr. W. K. Lewis, Mt. Olive, 


. 


YOUNG PHYSICIAN WANTED 


Wanted: Young physician for town of ap- 

proximately 2,000—Eastern part of N. C.— 

Office furnished. Interested parties contact 

ag W. A. Bracey, Sr., Mayor, Fair Bluff, 


LOCUM TENENS WANTED 


Locum tenens wanted for general practice: 
June 10 to July 15, 1950. Remuneration $75 
weekly and 50% of receipts. Write J. E. 
Wright, M.D., Box 157, Macclesfield, North 
Carolina. 


PHYSICIAN WANTED FOR EYE, EAR, 
NOSE, AND THROAT WORK 


Associate wanted in an established eye, ear, 
nose and throat practice of long standing in 
excellent eastern North Carolina city. Direct 
replies to P. O. Box 1606, Raleigh, North 
Carolina. 


DENTIST WANTED 
WANTED: Dentist for town of 2000 popu- 
lation, near Charlotte, North Carolina. New 
office available. No other dentist in town. 

Address replies to “P” 

. O. Box 456 

Winston-Salem, N. C. 


ELECTROCARDIOGRAPH FOR SALE 
FOR SALE: 1941 model “Simpli-Trol” 
Cambridge  Electrocardiograph. Excellent 
Condition, $300.00, 
Address “GH” 
P. O. Box 456 
Winston-Salem, N. C. 


SMALL HOTEL for CONVALESCENCE and 
REST. Quiet, restful, fine food and water, 
large pine grove. Surrounded by golf course. 
Patronage of doctors desired. Three miles 
south Raleigh, accessible, paved roads. 
Information and credentials furnished. 


COLONIAL PINES HOTEL, RALEIGH, N. C. 
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BOOK REVIEWS 


Postgraduate Gastroenterology —As Pre- 
sented in a Course Given Under the Spon- 
sorship of the American College of Physi- 
cians in Philadelphia, December, 1948. 
Edited by Henry L. Bockus, M.D., Professor 
of Gastroenterology, University of Penn- 
sylvania Graduate School of Medicine. 670 
pages with 258 figures. Price, $10.00. Phila- 
delphia and London: W. B. Saunders Com- 
pany, 1950. 


This book is just what its names implies—a post- 
graduate course in gastroenterology. It is the actual 
record of a course given under the sponsorship of 
the American College of Physicians in December, 
1948. The fact that Dr. Henry L. Bockus directed 
the course and edited the book is all the proof 
needed of its value. Besides Dr. Bockus, more than 
fifty men, all authorities in their respective fields, 
took part in the teaching program, which covered 
virtually every phase of gastrointestinal disease. 
The panel discussions, the questions and answers, 
and the presentation of actual cases illustrating 
various problems in diagnosis and treatment give 
an air of realism to the book that makes one feel 
that he is actually a postgraduate student. 

The principal subject headings in the book are: 
The Esophagus, Gastric Secretion, Gastric Neo- 
plasms, Peptic Ulcer, The Application of Neuro- 
psychiatry to Gastrointestinal Problems, Symposium 
on Secondary Gastrointestinal Disorders, Sympo- 
sium on the Pancreas, Symposium on Abdominal 
Pain, The Liver, Chronic Non-Specifie Enteritis and 
Entero-Colitis, Intestinal Obstruction, Current Prob- 
lems of Diagnosis and Therapy, Chronic Ulcerative 
Colitis, and Carcinoma of the Colon, 

This volume can be heartily recommended as a 
comprehensive review of the field of gastroenter- 


ology. 


A Century of Medicine in Jacksonville and 
Duval County. By Webster Merritt, M.D. 
Price, $3.50. 220 pages. Gainesville, Florida: 
University of Florida Press, 1949. 


Physicians and laymen alike will find in this en- 
gaging narrative a most important contribution to 
Florida’s medical and historical lore. With the sure 
and forthright touch of the true historian, Dr. Mer- 
ritt presents in panoramic review the fascinating 


events, towering personalities, and progressive 
movements of the entire nineteenth century as they 
pertain to medicine in Jacksonville and Duval 
County. His exhaustive research and painstaking 
efforts have brought to light in highly readable 
form history long obscured, owing to loss of official 
records in the Jacksonville fire of 1901. In sifting 
out the facts for this entertaining and accurate 
account, he pictures the physician as community 
builder and harbinger of progress as well as prac- 
titioner of medicine, and his facile pen loses none of 
the drama of the terrifying yellow fever and other 
epidemics or the gala events of the times. With 
equal skill he traces the foundation and early history 
of the Florida Medical Association and of the Flori- 
da State Board of Health. 


BOOK REVIEWS 
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SOUTH ATLANTIC ASSOCIATION OF 
OBSTETRICIANS AND GYNECOLOGISTS 
The South Atlantic Association of Obstetricians 
and Gynecologists met at the Hotel Roanoke in Roa- 
noke, Virginia, on February 9, 10, and 11. The 
following officers were elected: 
President — Dr. Lester A. Wilson, 
South Carolina 
President-Elect—Dr, E. D, Colvin, Atlanta, Ga. 
Secretary-Treasurer — Dr. John C, Burwell, Jr., 
Greensboro, North Carolina 
The next annual meeting will be held at the Or- 
mond Beach Hotel and Country Club, Ormond Beach, 
Florida, February 8, 9, and 10, 1951. 


Charleston, 


VETERANS ADMINISTRATION 


Two of the Veterans Administration’s medical 
facilities in North Carolina were represented on the 
program of a conference and seminar on neuro- 
psychiatry held March 30-April 1 at the VA Hos- 
pital in Augusta, Ga. 

Presentation of the complexities of neuropsychi- 
atric hospitalization in general medical and surgical 
hospitals was made by Dr. John W. Turner, chief 
neuropsychiatrist of the Fayetteville VA Hospital. 

Dr, George Sutherland, chief neuropsychiatrist of 
the VA’s Mental Hygiene Clinic in Durham, dis- 
cussed the new treatment procedures and results 
being obtained in the mental hygiene clinics. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


The sixteenth annual meeting of the American 
College of Chest Physicians will be held at the St. 
Francis Hotel, San Francisco, California, June 22 
through 25, 1950. An interesting scientific program 
has been arranged for the meeting. 

The Board of Examiners of the American College 
of Chest Physicians announces that the next oral 
and written examinations for Fellowship will be 
held in San Francisco, June 22, 1950. Candidates 
for Fellowship in the College who would like to take 
the examinations should write the Executive Sec- 
retary, American College of Chest Physicians, 500 
North Dearborn Street, Chicago 10, Illinois, Dr. 
Merle Dumont Bonner, Jamestown, serves as the 
Governor of the College for the State of North 
Carolina, and Dr. Karl Schaffle, Asheville, is the 
Regent for the district. 


1950 BIENNIAL NURSING CONVENTION 


Plans have been completed for the sixteenth Bien- 
nial Nursing Convention, to be held in San Fran- 
cisco May 7-12, under joint sponsorship of the 
American Nurses’ Association, the National League 
of Nursing Education, and the American Organiza- 
tion for Public Health Nursing. 

Eight thousand nurses representing 200,000 pro- 
fessional registered member nurses in the United 
States, Hawaii, and Puerto Rico are expected to 
attend. Convention theme is “Health—A Unifying 
World Influence: Nursing Accepts Its Role.” 
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UNITED STATES ATOMIC ENERGY 
COMMISSION 


Patients to be treated at the Oak Ridge Cancer 
Research Center to be opened soon will be chosen for 
admittance to the center only by the 20 Southern 
medical schools participating in the project, accord- 
ing to Dr. Marshall Brucer, chairman of the Medical 
Division of the Oak Ridge Institute of Nuclear 
Studies. The Institute is operating the Center for 
the Atomic Energy Commission. 

Dr. Brucer emphasized that patients coming di- 
rectly to the unit at Oak Ridge could not be ac- 
cepted; it will not be open to the general public. 

The 30-bed hospital will be ready for use around 
the first of May. Because of the large number of 
types of cancer, patients having only certain types 
will be selected at any one time by the medical 
schools. 

Dr. Brucer said that much preliminary work was 
required before radioactive materials other than 
those already tested, such as iodine, could be used 
in humans. He pointed out that the program would 
be primarily for research rather than treatment. 
Promising developments and new knowledge will be 
relayed to medical schools and hospitals immedi- 
ately, he said. 


AMERICA’S FUTURE, INC. 


To halt the march toward socialism in the United 
States and to re-sell the merits of private enterprise, 
America’s Future, Inc., is producing a series of 
weekly radio programs entitled “Americans, Speak 
Up!” which is currently broadcast coast-to-coast. 

These programs are transcribed weekly interviews 
between distinguished Americans from many walks 
of life and Bill Slater, nationally known radio 
master of ceremonies. 

The list of speakers includes such well known 
men and women as Lt. Gen. Leslie R. Groves, Capt. 
Eddie Rickenbacker, Dr. Norman Vincent Peale, the 
Rev. Robert I, Gannon, Betty Betz, Dr. Ruth Alex- 
ander, Senator Harry F. Byrd, Clarence Birdseye, 
Roland Hayes and Gene Tunney. Industrial leaders, 
newspaper publishers, lawyers, clergymen, business 
executives, college presidents and economic experts 
are invited, as volunteers, to “Speak Up For 
America,” 

The program is sponsored over local radio sta- 
tions, as institutional advertising by industrial and 
public utility plants, banks, insurance underwriters, 
newspapers, employers’ associations and chambers 
of commerce. 

America’s Future, Inc., the producer of these 
programs, is a non-profit, non-partisan, educational 
foundation, created for the specific purpose of pro- 
tecting America’s future. 


NEWS NOTES FROM HADASSAH 


Dr. E. M, Bluestone, director of Montefiore Hos- 
pital, has been honored by the creation of a $5,000 
fellowship fund in hospital administration in his 
name by Hadassah, the Women’s Zionist Organiza- 
tion of America. The fund will be used to enable 
— students to study in this field in the United 

tates. 


* * * * 
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The formation of a sixteen-man Medical Advisory 
Board to give counsel and guidance to the newly- 
established Hebrew University-Hadassah Medical 
School in Jerusalem on problems of curriculum, 
teaching personnel and research, and to the Hadas- 
sah Medical Organization on its medical and public 
health work in Israel was announced in a joint state- 
ment by Dr. Selig Brodetsky, president of the He- 
brew University, and Mrs. Samuel W. Halprin, 
president of Hadassah, the Women’s Zionist Organi- 
zation of America. Chairman of the Board will be 
Dr. Harry Grundfest, associate professor of neurol- 
ogy, College of Physicians and Surgeons, Columbia 
University. 

Comprising some of the leading American medi- 
cal scientists, teachers, clinicians and administra- 
tors, the Board will be the authorized advisory body 
of the Medical School to deal with questions of cur- 
riculum, personnel, supplies and research, The Board 
will also help formulate an expansion program for 
the Jewish state’s only medical school. 


UNITED STATES CIVIL SERVICE COMMISSION 


The United States Civil Service Commission has 
announced that it is accepting applications for 
Medical Officer positions paying $5,400 and $6,400 
a year, and for Medical Officer (Specialist) posi- 
tions paying $7,600 to $10,000 a year. The positions 
to be filled are located in various Federal agencies 
in Washington, D. C.; in the Railroad Retirement 
Board in Chicago, Illinois; in the U. S. Public 
Health Service, the Children’s Bureau, and the 
Indian Service, located throughout the United States 
and in Alaska; and in the Panama Canal Zone. 

Full information regarding these positions is 
given in announcement No. 217 and in Examining 
Circular No. 24. These notices may be consulted at 
most first- and second-class post offices, or copies 
may be secured from civil-service regional offices 
or direct from the U. S. Civil Service Commission, 
Washington 25, D. C. Applications will be accepted 
in the Commission’s office. 


FEDERAL SECURITY AGENCY 


Latest available figures show that the average 
length of life of white women in the United States 
has reached a new high of 71 years. The average for 
white men is 65.5 years. The figures cited were 
compiled by the Public Health Service and are based 
on 1948 death rates. 

The average longevity of nonwhites is lower— 
58.1 years for men and 62.5 years for women, ac- 
cording to the 1948 figures. The difference in aver- 
age longevity between whites and nonwhites, how- 
ever, has decreased from about 15 years in 1900 to 
about 8 years in 1948. 

On the other hand, the difference in average 
length of life between men and women in the United 
States has steadily increased from less than 3 
years in 1900 to 5% years according to the latest 
figures. 

Be 

More children were born in the United States in 
1949 than in any year except 1947. The estimated 
number of registered live births for 1949, 3,581,000, 
exceeded the 1948 total of 3,535,068 by slightly more 
than 1 per cent, but was about 3 per cent below 
the number recorded for 1947, the all-time high 
year. 


224 
| J 


April, 1950 ADVERTISEMENTS 


Airsickness, trainsickness, seasickness, carsickness—all respond 


to treatment with Dramamine (brand of dimenhydrinate.) 


DRAMAMINE the Prevention and 


Treatment of Motion Sickness. «rodemork of G.0. Searle & Co. 


RESEARCH IN THE SERVICE OF MEDICINE SEARLE 
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EARNING A LIVING!! 


A doctor's greatest asset is his ability to earn a living. If he is away 
from his practice, income ceases while expenses and overhead continue. 


Your answer to that problem is your Society’s Plan of Sickness and 
Accident Insurance adopted in 1940. If not already insured under the Plan, 
write for full information today. Tomorrow could be too late. 


$5,000.00 Principal Sum — $216.66 per month if disabled 
Annual Premium - $80.00 — Semi-Annual Premium - $40.50 


J. L. CRUMPTON, State Mgr. 
Post Office Box 147 Durham, N. C. 
—Representing— 
COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100-bed private hospital for the diagnosis and treatment of psychiatric disorders, 
including alcoholism and drug addiction 
Diplomates American Board of 
J. P. King, M.D. Psychiatry and Neurology 
T. E. Painter, M.D. J. K. Morrow, M.D. —‘D. D. Chiles, M.D. 
J. L. Chitwood. M.D., Medical Consultant 
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from head to toe 


CEREVIM-fed children showed greater 
clinical improvement, in the following 
nutrition-influenced categories, than 
children fed on ordinary unfortified 
cereal or no cereal at all:! 


hair lustre 

recession of corneal invasion 
retardation of cavities 

condition of gums 

condition of teeth 

skin color 

skeletal maturity 

skeletal mineralization 

*blood plasma vitamin A increase 
*blood plasma vitamin C increase 
subcutaneous tissues 
dermatologic state 

urinary riboflavin output 
musculature 

plantar contact 


Here’s why: CEREVIM is not just a cereal. 


Much more: CEREVIM provides 8 natural 
foods: whole wheat meal, oatmeal, milk 
protein, wheat germ, corn meal, barley, 
Brewers’ dried yeast and malt — PLUS 
added vitamins and minerals. 


CEREALS+VITAMINS+MINERALS 


1. “A Study of Enriched Cereol in Child Feeding’ Urbach, 
C.; Mack, P. B., and Stokes, Jr., J: Pediatrics 1:70, 1948. 


*Cerevim contains neither vitamin A nor C but possibly 
exercises an A-and-C sparing effect attributed to its 
high content of protein and major B vitamins. 
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The rte Institute Greensboro, North Carolina 


ALCOHOLISM TREATED AS A DISEASE-—Over 50 years experience—Male patients 
exclusively —Mental cases not accepted. No patient locked up or forced to take treatment. 


Experienced physicians’ counseling is designed 
for maintenance of sobriety after rehabilitation. 
Reservations by Telephone 2-4413, Greensboro, North Carolina. Postoffice Box 29. 


A. F. FORTUNE, M. D, MEDICAL DIRECTOR BEN F. FORTUNE, M. D., ASSOCIATE MEDICAL DIRECTOR 


Biological Refrigerator 


Dimensions: 

@ Exterior: 34%” high—20” wide—21%” deep. 

@ Interior: Upper compartment, 11” high—15” wide—13%” deep. 
Lower compartment, 14” high—15” wide—9” deep. Drawer, 4” high 
—13%”" wide—12” deep. 

Specifications: 

@ Cabinet: Made of heavy gauge steel. Standard finish is white 
baked enamel. All finishes are high gloss, very hard and easily 
cleaned. Chrome handle on door is easily locked if necessary. 

@ Refrigerating Unit: Standard construction, hermetically sealed 
unit requires no attention. A ninth horsepower Tecumseh sealed 
unit is placed on a track in the bottom rear of the box for easy 
removal, Operates on 110 volt, 60 cycle alternating current. 

@ Thermostatic Control: Easily adjustable, placed directly along- 
side the evaporator plate. 

@ Storage Space: Contains two ice cube trays, two expanded 
metal shelves and pull-out drawer. Three cubic feet. 

by highly efficient fiber-glass insulating material in entire box 

and dean. PROFESSIONAL MODEL 
@ Guarantee: The Dillon Lilly Biological Refrigerator is uncon- Only $154.50 
ditionally guaranteed against defective materials or workmanship Model 200B 

for a period of one (1) year from the date of purchase. 


POWERS & ANDERSON 


Norfolk, Va. Winston-Salem, N. C. 
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SULFONAMIDES 


I. the patient likes candy, he'll like the Duozine Dulcet 
Tablet. It’s a pale orange cube the child can eat like candy, that tastes 
like candy all the way down—absolutely nothing about it to even 
remind the child of medicine. Yet, each tablet contains equal parts of 
sulfadiazine and sulfamerazine, as pure, stable and accurate as it is 
possible to compound. Indications and dosage are the same as for unflavored 
tablets. DuoZINE Dukcet Tablets are available in two sizes, the regular 0.3 Gm. and 

the half-size 0.15 Gm., through pharmacies everywhere in bottles of 100. For more 


complete information on DuoziNnE and other sulfonamide Du/cet 


Tablets, write to ABBOTT LABORATORIES, North Chicago, Illinois. 
Specify Abbott's Sulfadiazine-Sulfamerazine Combination 


DUOZINE DULCET® 
Tablets 


0.3 Gm. and 0.15 Gm. 


(Ss Sulfi azine Combined, Abbott) 


® Medicated Sugar Tablets, Abbott 
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APPALACHIAN HALL Asheville, North Carolina 


An instieation tad rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 


drug habituati 


4 Appalachian is located in Asheville, North Carolina. Asheville just! 
i mate for health and comfort. All natura! curative — are used, su physiotherapy, occupational — A 


shock therapy, outdoor sports, — riding, etc. 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


- WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


' . .. recommended by the State Medical Society 


Mr. Charles H. Sims, C.L.U. 


Sima Servire | 


The service you performed for me re; aeiins 
my Life Insurance in planning a very 


This Service has been used by |  [ite, Insurance program was very good indeed. 

hundreds of North Carolina was greatly: appreciated. 
Yours truly, 

doctors... You too can benefit 


Cherryville, N 
by its use! No obligation. 


An invaluable service to professional men. 


(Write Name and Address and Mail for Appointment.) 


CHARLES H. SIMS, C.L.U. 


ASSOCIATE GENERAL AGENT 


STATE MUTUAL LIFE ASSURANCE Co. 
512 SOUTHEASTERN BLDG. — GREENSBORO, N. C. 
P.0.BOX 1950 DIAL 2-1086 


k gle or en suite with every comfort and convenience. 
4 
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An Observaiiou on the Accuracy of Digitalis Doses 


Withering made this penetrating observation in 
his classic monograph on digitalis: “The more I 
saw of the great powers of this plant, the more it 
seemed necessary to bring the doses of it to the 
greatest possible accuracy.”* 


To achieve the greatest accuracy in dosage and at 
the same time to preserve the full activity of the 
leaf, the total cardioactive principles must be iso- 
lated from the plant in pure crystalline form so 
that doses can be based on the actual weight of the 
active constituents. This is, in fact, the method by 
which Digilanid® is made. 


Digilanid contains all the initial glycosides from 
Digitalis lanata in crystalline form. It thus truly 
represents “the great powers of the plant” and 
brings “the doses of it to the greatest possible 


accuracy”. 


Clinical investigation has proved that Digilanid is 
“an effective cardioactive preparation, which has 
the advantages of purity, stability and accuracy as 
to dosage and therapeutic effect.” 


Average dose for initiating treatment: 2 to 4 tab- 
lets of Digilanid daily until the desired therapeutic 
level is reached. 

Average maintenance dose: | tablet daily. 

Also available: Drops, Ampuls and Suppositories. 
1, Withering, W.: As the London, 1785. 


2. a. nid and the Therapy of Congestive 
Heart Disease 209: 33-41 (Jan.) 1945. 


Literature giving further conils about Digilanid and Physician's Trial 
Supply are available oa req 


andoz 
harmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 


You are to visit Senden Booth wed at the » Convention. 


ASHEVILLE 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 


NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and theropeutic treatment for selected cases desiring 
non-resident care. 


R. Charman Carroll, M.D., Diplomate in Psychiatry 
Medical Director 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


E. H. E. Taylor, M.D. 


J. T. Vernon, M.D. 


roadoaka Sanatéeriun 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 


ments. Loca 
seasons. 


ted in Piedmont North Carolina, the climate is mild and invigorating at all 


The three medical officers of the staff reside at the sanatorium and devote their full time 


to the care and service of the patients. 


Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 
SURGERY~—Intensive Course in Surgical Technic, two 

weeks, starting April 17, May 15, June 19. 

Surgical Technic, Surgical Anatomy & Clinical Sur- 
gery, four weeks, starting Apvil 3, May 1, June 5. 

Personal Course in General Surgery, two weeks, start- 
ing April 17. 

Surgery of Colon & Rectum, one week, starting April 
10, May 15. 

Esophageal Surgery, one week, starting June 5. 

Breast & Thyroid Surgery, one week, starting June 26, 

Thoracic Surgery, one week, starting June 12. 

Gallbladder Surgery, ten hours, starting April 24. 

et eT & Traumatic Surgery, two weeks, starting 
une 12. 

Basic Principles in General Surgery, two weeks, 
starting September 11. 

GYNECOLOGY—Intensive Course, two weeks, starting 

April 17, June 19, 

Vaginal Approach to Pelvic Surgery, one week, start- 

5 


ing May 15, 
OBSTETRICS—Intensive Course, two weeks, starting 
5 


April 8, June 5. 
~~ Course, two weeks, starting 
Pp 8. 

Personal Course in Cerebral Palsy, two weeks, start- 
ing July 81. 

Personal Course in Diagnosis & Treatment of Con- 
genital Malformations of the Heart, two weeks, 
starting June 5. 

MEDICINE— Intensive General Course, two weeks, start- 
ing April 24. 

Electrocardiography & Heart Disease, two weeks, 
starting July 17. 

Hematology, one week, starting May 8. 

Gastro-enterology, two weeks, starting May 15. 

Liver & Biliary Diseases, one week, starting June 5. 

Gastroscopy, two weeks, starting May 15, June 12. 

DERMATOLOGY—-Formal Course, two weeks, starting 
May 8. Informal Clinical Course every two weeks. 
UROLOGY~— Intensive Course, 2 wks., starting Apr. 17. 
Cystoscopy, Ten Day Practical Course, every two wks, 
TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 
Address: Registrar, 427 South Honore St., Chicago 12, IIL. 
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Expert Craftsmen 


The knee-joint cross- 
section shows that 
Hanger Artificial 
Limbs are not com- 
plicated mechanisms, 
not loosely-fitted pieces, but a few expertly-machined 
parts carefully assembled by experts. The simple 
construction making possible the efficient operation 
of Hanger Limbs is the result of long study and re- 
search. It is dependent on precision-made parts 
properly assembled. Hanger craftsmen are carefully 
selected and trained for this important work. Each 
Hanger Limb therefore conforms to specifications 
developed by years of experience. 


HANGERS tines 


256 Hillsboro St. 735 N. Graham St. 


Raleigh, N.C. Charlotte, N. C. 


iz 
James W. Vernon, M.D. 
VE 
‘ 
i 
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Rexoir Traps 


Household Dust in Water. 


WASHES AIR, HUMIDIFIES, VAPORIZES, DOES ALL 
VACUUM CLEANING WORK, AND EVEN SCRUBS FLOORS! 


Water-is the secret of Rexair's dust-filtering action. Rexair—and only 
Rexair—passes the stream of dust-filled air completely through a 
churning bath of water, discharging clean, humidified air into the 
room. Rexair direct factory sales and service branches are listed in 
phone books of principal cities of United States and Canada. Call 
your local branch or write direct to: 


BOX 964—MM4 


\ 


: e 
excLusive with 
Fully Guaranteed by a 69-Year-Old Company 
OVER 1,000,000 SATISFIED USERS 


New Bern, N. C. 


TELEPHONE 4730 


A private institution for rest, convalescence, hypertension, selected mild nervous 
and alcoholic. Lying-in hospital for unwed mothers, completely confidential. Adequate 
visiting physicians and nurses assure individual care and treatment. 

Located three miles from New Bern on the banks of the lovely Neuse River in 

quiet and beautiful surroundings. Swimming, boating, fishing and other diverting 
are unexcelled. 
Further detailed information on request. 
MRS. EDITH GREENE, R.N. (Supt.) 
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STUART CIRCLE : HOSPITAL 


413-21 Stuart Circle 


Medicine: 


Alexander G. Brown, Jr., M.D. 
Manfred Call, III., M.D. 

M. Morris Pinckney, M.D. 
Alexander G. Brown, III., M.D. 
John D, Call, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Orthopedics: 
Beverley B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Algie S, Hurt, M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 


RICHMOND, VIRGINIA 


Surgery: 
Stuart N. Michaux, M.D. 
A, Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D, 


Urological Surgery: 
Frank Pole, M.D, 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O, Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
Randal A. Boyer, M.D. 


Physiotherapy: 
Irma Livesay 


Bacteriology: 
Forrest Spindle 


Charles C. Hough 


Founded by 
Ww. C. ASHWORTH, 
M. D. 


GREENSBORO, 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. 


C. R. RINer, M.D., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


April, 1950 
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This is your seal of health service, Doctor, 


prove that over 400,000 members of your own Hospital Saving can't be wrong. 
Every patient provides you with an opportunity to endorse, recommend and 
support the Association. This is your way to banish forever the idea of RX 
by regimentation. BLUE CROSS for hospitalization and BLUE SHIELD for sur- 
gery—an unbeatable combination. S 


Look Fer The Sign of Double Approval 
HOSPITAL SAVING association 


North Carolina’s ONLY OFFICIAL combined 
SH om 


Doctor... 
Here are two great Spot Tests that simplify urinalysis 


GALATEST ACETONE TEST 


The simplest, fastest urine (DENCO) 
sugar test known For the rapid detection of Acetone 


in urine or in blood plasma 


A LITTLE POWDER £/2 


A LITTLE URINE a COLOR REACTION IMMEDIATELY 


Galatest and Acetone Test (Denco) ... Spot Tests that require 
no special laboratory equipment, liquid reagents, or external 
sources of heat. One or two drops of the specimen to be tested 
are dropped upon a little of the powder and a color reaction 
occurs immediately if acetone or reducing sugar is present. 
False positive reactions do not occur. Because of the simple 


BIBLIOGRAPHY 


Joslin, E. P., et al.: Treatment 
of Diabetes Mellitus — 8 
Ed., Phila., Lea & Febiger, 
1946—P. 241, 247. 


technique required, error resulting from faulty procedure is 
eliminated. Both tests are ideally suited for office use, labora- 
tory, bedside, and “mass-testing.” Millions of individual tests 
for urine sugar were carried out in Armed Forces induction 
and separation centers, and in Diabetes Detection Drives. 
The speed, accuracy and economy of Galatest and Acetone Test 
(Denco) have been well established. Diabetics are easily taught 
the simple technique. Acetone Test (Denco) may also be used 
for the detection of blood plasma acetone. 


Write for descriptive literature. 


THE DENVER CHEMICAL MFG. Co., INC. 
163 VARICK STREET, NEW YORK 13. N. Y. 


| 


Lowsley, 0. S. & Kirwin, T. J.: 
Clinical Urology-—-Vol. 1, 2 
Ed., Balt., Williams & Wil- 
kins, 1944—P. 81. 

Duncan, G. G.: Diseases of 
Metabolism—2 Ed., Phila., 
W. B. Saunders Co, 1947 
—P. 785, 786. 787. 

Stanley, Phyllis: The American 
Journal of Medical Tech- 
nology—-Vol. 6, No. 6, Nov., 
1940 and Vol 9, No. 1, 
Jan., 1943. 
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LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 


Fifteen Years of Satisfactory Service to the Medical Profession 


HERE IS A POLICY WITH NO TECHNICALITIES 
No age limit, if policy is purchased before age 60. 

No house confinement required. 
Non-cancellable for period during which premium is paid. 


Loss of Time: Pays $200.00 per month 
for Total Disability due to ACCIDENT LIFE 


Loss of Time: Pays $200.00 per month 
for Total Disability due to SICKNESS up to $4800.00 


Hospital or Graduate Nurse at home, 
$100.00 per month, additionally, up to 200.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 50.00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 
RALPH GOLDEN 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 
222 PIEDMONT BLDG. GREENSBORO, N. C. 
F. W. SARLES, STATE MANAGER 


FOR PATIENTS WITH 


ALCOHOLIC 
PROBLEMS 


JONES METABOLOR 


SALES AND SERVICE 
The Baltimore Clinic 


A non-institutional arrange- 
ment in Baltimore, Maryland, CARDIATRON 
for the individual psycholog- 
ical rehabilitation of a limited SALES AND SERVICE 
number of selected voluntary 
patients with ALCOHOL prob- 
lems—both male and female— 
under the psychiatric direction CALL 
of Robert V. Seliger, M.D., 
Fellow of the American Psy- CAROLINA SURGICAL 
chiatric Association. SUPPLY COMPANY 
City office: 
ALEIGH, N. C. — DURHAM, N. C. 


2030 Park Ave. Baltimore 17, Md. 
Telephone: LAFAYETTE 1200 
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SEALTEST SERVES A 


. Tops in Food-Energy 


...@ MODERN LOW-COST SUR- 
- ++ Tops in Appetite-Appeal GICAL UNIT for all minor and 
various major surgery. 


Birtcher a surpris- 
Ope gee : in ractical unit for office surgery. 
Yes, Sealtest Ice Cream is rich in vitamins, With fis lightweight unit, you have ai/ 


proteins, calcium, and 10 vital amino fot 
acids. I's just plain good for you. And freant to be compared to\a large hor 
it’s delicious too. The creamy smoothness gy TUR’ 
tnd purity of Sees Ice Cream isco 


. ALL 4 BASIC SURGICAL CURRENTS 
tinually gua ranteed by the Sealtest Sys- 1. Tube Generated Cutting Current. 


2. Spark-Gap G ted Coagulation Current. 
tem of Laboratory Control. 3. A controlled mixed blend of both above 


currents on selection. 


made by Southern Dairies, Inc. 4. ae Oudin D 


Never before has a surgical unit of 
such performance been offered at 
the low price of the Blendtome. 


Write “Blendtome Folder” on your 
rescription blank or clip your letter 
ead to this advertisement. Reprint of 

electrosurgical technic mailed free on 

request. Please indicate your specialty. 


THE BIRTCHER CORPORATION 
5087 Huntington Drive Los Angeles 32, Calif 


BLENDTOME DEALERS 
Wechtel’s, Inc., Asheville — Winchester-Ritch 
Surgical Co., Greensboro — Winchester Surgical 
Supply Co., Charlotte 


ICE CREAM 
Get the Best —Get Sealtest! 


Di" 
Portable 


BURNING QUESTIONS 


Late at night, some men do their 
hardest worrying. Each thought glim- 
mers and glows like the burning end of 
a cigarette. Chain-thoughts like these: 

“How am I doing my job? Have I 
already reached my top? Are my best 
earning years numbered? 

“And how will that affect my other 
job—as husband, father, family pro- 
vider? Will I be able to do the things 
we've planned? What about college for 
the children? And our home—will I 
always be able to meet payments?” 


Every man has to ask himself these 
questions, And not till he finds the 
right answers will the worry about the 
future cease. 


One fundamental answer, of course, 
lies in a systematic plan of saving—one 
that builds soundly for the years ahead. 

U. S. Savings Bonds offer one of the 
simplest and most profitable ways of 
saving ever devised. 

There is the Payroll Savings Plan— 
an automatic system that tucks away 
a part of your earnings each payday 


into U.S. Savings Bonds. Bonds that 
are guaranteed to pay you back four 
dollars for every three, after ten years. 


If you’re not on salary, there’s the 
equally convenient, equally profitable 
Bond-A-Month Plan at your bank. 
U.S. Savings Bonds are one of the 
wisest investments any man can make. 
They cushion the future—while you 
sleep! 


AUTOMATIC SAVING IS SURE SAVING 
U.S. SAVINGS BONDS 


Contributed by this magazine in co-operation with the Magazine 
Publishers of America as a public service. 
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TUCKER HOSPITAL, INc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with genera] medical disorders admitted for treatment under our 


staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, Dr. JAMES ASA SHIELD 


AND ASSOCIATES 


Catalog on Application 


BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 
and Alcohol Addictions 


Jas. N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, M.D. 
Dept. for Men 


Jas. N. BRAWNER, JR., M.D. 
Dept. for Women 


Have you ever prescribed a 


Residence Klevator? 


Where climbing stairs is painful or dan- 
gerous to a patient, a Residence Ele- 
vator may be a boon or even a lifesaver. 
These elevators are handsome, com- 
pletely safe, and simple to operate. The 
average two story installation costs less 
than $2,000.00. We shall be glad to have 
our representative call or send full 
literature to you or your patients with- 
out cost or obligation. 


MONARCH 
& MACHINE CO. 


GREENSBORO, N. C. 


The Largest Elevator Manufacturer in the Southeast 
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ACCIDENT - HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


COME FROM 


$5,000.00 accidental death $8.00 

$25.00 weekly indemnity, Quarterly 
accident and sickness 

$10,000.00 accidental death $16.00 

$50.00 weekly indemnity, Quarterly 
accident and sickness 

$15,000.00 accidental death $24.00 

$75.00 weekly indemnity, Quarterly 
accident and sickness 

$20,000.00 accidental death $32.00 

$100.00 weekly indemnity, Quarterly 
accident sickness 


Cost has never exceeded amounts shown. 
ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES 
AND CHILDREN AT SMALL ADDITIONAL COST 


85¢ out of each $1.00 gross income used _ 
* for members’ benefit 


$3,700,000.00 $16,000,000.00 

INVESTED ASSETS PAID FOR CLAIMS 

$200,000.00 deposited with State of Nebraska for protection 

our members. 

Disability need not be incurred in line of duty— 
benefits from the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 

PHYSICIANS HEALTH ASSOCIATION 
48 years under the same management 
400 FIRST NATIONAL BANK BUILDING, OMAHA, 2, NEB. 


P. O, Box 1716 


(Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


AA 


65 Haywood Street 


ASHEVILLE, North Carolina 
Telephones: 1004-1005 


SANATORIUM 


STAFF 


Paul V. Anderson, M.D. 


President 


Rex Blankinship, M.D. 
Medical Director 


Ernest H. Alderman, M.D. 


Associate 


John R. Saunders, M.D. 


Associate 


Thomas F. Coates, M.D. 


Associate 


A private sanatorium for treatment 
of nervous and mental disorders and 
problems of addiction. Modern equip- 
ment includes X-Ray, Dental Rooms, 
Occupational Therapy and the newer 
shock therapies. 

The centrally-heated plant of twelve 
buildings is situated in the midst of 
a 125-acre tract of wooded land and 
spacious lawns. The restfulness and. 
beauty of a country estate prevails on 
the outskirts of the city near U. S. 
Highway No. 1. 

Five physicians are in residence at 
the institution and a training school 
for trained attendants is maintained. 
Outdoor activity is a distinct part of 
the treatment. Illustrated booklet on 
request. 


DR. J. K. HALL * 1875-1948 


Phone 5-3245 ° . Richmond, Virginia 


WESTBROOK 
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“IN THE MOUNTAINS OF MERIDIAN” 


HOYE’S SANITARIUM 


Internal medicine. including diagnosis and 
treatment of nervous and men Aases. 
alcoholics and narcotic addiction, Especially 
interested in giving narcotic cases gradual 
reduction. Convalescents, aged and infirm 
admitted. 

Shock Therapy, (insulin, Metrazol, Electro 
Shock). Other approved treatments. Violent 
and non-cooperative patients not accepted. 
A good place to spend a vacation. 

Write P. 0. Box 106 or Telephone 38-3369 


M. J. L. HOYE, M.D. 


Superintendent 
Fellow of the American Psychiatric Association 


For Shy, Nervous, Retarded Children 


Year round private home and school for 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 

Individual training and care, expert 
teachers. Limited enrollment, amusements, 
special diets, medical care if necessary. 
Entrance made at any time. Write for 
Booklet. 

Mrs. J.B Thomp 


THE THOMPSON 
HOMESTEAD SCHOOL 
Free Union, Virginia 
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SOLID BRONZE SIGNS 


Cast solid bronze signs, drilled with screws 


3” x 12”—$7.20, 8” x 14”—$8. 8” x 16—$9.60, 
Add $1 for — additional. line on above 
4” x 14”—$12,30, 16”"—$14.10, 4” x -$15.85 
5” 16”—-§17.60. xX 20”—$22.00. 6” x 20’—$26.40 
CHECK MUST ACCOMPANY ORDER 
Ask for prices of other sizes. 
“Waiting other signs 8” x 12” 
7.20, 


LAUER METAL CO. 
1108 Cathedral Street Baltimore 1, Md. 
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‘Mapharsen has Ia 
replaced other arseni 
in the treatment of syphilis” 


because the dose is smaller, 


toxic effects are less frequent, 
it is excreted more rapidly 


and is thereby less cumulative. 


Past experience and present practice 
are joined in setting the seal of 


clinical approval upon MAPHARSEN, 


Each day, thousands of ampoules of 


MAPHARSEN are administered — 
alone or with penicillin; in one or 
another treatment schedule — adding 
further evidence of its antiluetic 


effectiveness and relative safety. 


* United States Dispensatory 24th edition, 1947, 


a byword 
in syphilotherapy 


MAPHARSEN 


MAPHARSEN (oxophenarsine 
hydrochloride, Parke-Davis), is supplied in . 
single dose ampoules of 0.04 Gm. and 

boxes of 10, and in multiple dose . 
ampoules of 0.6 Gm., boxes of 10, 
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PARKE, DAVIS & CO. 
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Today, OLAC formulas for infants 
assure generous protein intake 


Dr. Cheadle’s words, quoted above, reveal 
an understanding of nutrition years ahead 
of his time. Physicians now recognize not 
only the baleful effects of protein deficiency 
but the many advantages of optimum pro- 
tein nutrition. 

OLAC* is Mead’s high protein food de- 
signed for both premature and full term in- 
fants. Fed in the recommended amounts, it 
provides more protein than the Recom- 
mended Daily Allowance of the National 
Research Council. 

The carbohydrates of OLAC are Dextri- 
Maltose* and lactose. A highly refined vege- 
table oil is used in place of milk fat. 


The preparation of OLAC formulas is sim- 
plicity itself; only water need be added. For- 


mula tables are available on request. 
#Cheadle, W. B.: Artificial Feeding of Infants, 1896; Cited by 
Clements, A. D.; M. J. Australia 2:404, 1946. 


*T. M. Reg. U. S. Pat. Off. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND,USA.. 
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